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utritional disturbances such as Marasmus, 

Decomposition, Atrophy, Intoxication, etc., 
are usually the end results of mild beginning fer- 
mentative diarrhoeas. Fermentative diarrhoeas 
are in turn the end results of improper carbohy- 
drate in the infant’s intestines. 


Carbohydrate, a portion of which is not ab- 
sorbed rapidly enough, is attacked by the acid- 
forming bacteria which results in a diarrhoea. 


This form of nutritional disturbance is often 
corrected in its early stages by the administration 
of Mead’s Casec (calcium caseinate) the principal 
protein of cow’s milk. This is in accordance with 
the Finkelstein theory that protein inhibits the 
growth of the acid-forming organisms. 


But as a measure of safety in infant feeding, the 
use of Mead’s Dextri-Maltose in cow’s milk and 
water formulas will do much toward preventing 
the occurence of a fermentative diarrhoea. This is 
because of its greater assimilation limits (7.7 as 
against 3.1 and 3.6 for lactose and cane sugar 
respectively). 


A carbohydrate so easily assimilated is, when 
used with cow’s milk and water formulas, the 
greatest assurance against nutritional disturb- 
ances caused by sugar intolerances. For this rea- 
son it is used with good results in feeding the 
majority of well infants, and for the same reason 
it is invariably the clinical indication in cases of 
infants with weakened powers of digestion,— 
those manifesting the end results of unsuitable 
carbohydrate additions to their diets. 
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PROTEIN THERAPY IN OPHTHALMOLOGY* 


WituiaM L. Benepict, M.D. 


Rochester, 


N the treatment of inflammatory diseases of 

the eye, the injection of foreign protein in- 
tramuscularly, subcutaneously or intravenously 
has been established as an efficient and relatively 
safe procedure. The generally accepted indica- 
tions for its use are (1) acute or subacute local 
infections about the eye, (2) chronic constitu- 
tional or systemic diseases with secondary in- 
flammation in the eye or adnexa, and (3) pro- 
phylaxis. The dangers of its use and the contra- 
indications are probably not so well understood 
or so generally agreed upon. 

The kind of protein to be used, and the amount 
and the frequency of administration, are ques- 
tions on which there are differences of opinion 
among clinicians, but it is hoped that they may 
be settled by many well-controlled observations. 
The administration of pharmacologic agents in 
combination with proteins introduces a compli- 
cating factor, and the way in which proteins act 
under such conditions is not quite clear; clini- 
cians are convinced, however, that the combined 
treatment is effective and satisfactory in certain 
conditions, and its field of usefulness is rapidly 
widening. 

Anaphylactic shock or severe reactions seldom 
occur if the proper dosage of proteins is ob- 
served. Tests for protein sensitization can 
usually be carried out before the injections are 
given. The best results from protein injections 
are obtained if a moderate rise of temperature 
(101 to 103°) and mild leukocytosis (12,000 to 
18,000 cells) follow in from six to twelve hours 
and disappear before twenty-four hours. The 
rarity of severe reactions following the wide 
clinical use of serums, milk, vaccines, and other 


“From the Section on Ophthalmology, Mayo Clinic, Roch- 
ester, Minnesota. Read before the Southern Minnesota Medi- 
cal Association, Austin, Minnesota, September 30 and October 
I, 1927. 
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Minnesota 


biologic preparations is the best evidence of the 
safety of the treatment. With the precautions 
that can be taken, the danger of anaphylaxis or 
severe and undesirable reaction is reduced to a 
minimum. 

For the sake of clearness in presenting the 
matter I will consider the indications for the use 
of (1) specific protein, (2) nonspecific protein, 
and (3) combined protein and pharmacologic 
agents. 

Specific protein is employed in the treatment 
of infections about the eye caused by a known 
agent for which a specific vaccine or other bio- 
logic preparation is available. The list of spe- 
cific proteins is not large, but includes tetanus 
antitoxin, diphtheria antitoxin, autogenous vac- 
cines, tuberculin, and others less commonly 
used. The indications for their use are quite 
definite and the amounts to be given have been 
determined for standardized preparations. Many 
of the specific proteins are used as nonspecific 
protein because of the ease with which they 
may be obtained; while the dosage is no 
different, the results obtained are not so de- 
cisive. Autogenous - vaccines, prepared under 
conditions that make it certain that the infecting 
organism responsible for the disease is used, are 
most efficacious in the treatment of acute local 
infections and provide relative immunity as well. 
Styes, chalazions, and corneal ulcers react most 
favorably to autogenous vaccines, while chronic 
conjunctivitis, blepharitis, and eczematous der- 
matitis are less favorably affected. Autogenous 
vaccines are used in the treatment of diseases 
of the eye due to focal infection. Such diseases 
usually do not produce pus and are not accom- 
panied by a noticeable systemic reaction. The 
vaccines are prepared from organisms obtained 
from foci about the teeth, tonsils, or genital or- 
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gans, after passage through animals has shown 
which of .the many organisms obtained may be 
considered pathogenic. Rosenow has demon- 
strated that some form of streptococcus is most 
frequently found in foci causing metastatic dis- 
eases of the eye. Clinical experience with vac- 
cines made froni the strept6tdécf*proved by his 
method to be pathogenic, shows conclusively the 
value of specific vaccines. 

Infections by organisms for which no specific 
antitoxin is available should be treated as sys- 
temic diseases with nonspecific protein. Or- 
ganisms which give characteristic blood tests, 
such as Bacillus tularense, may produce pro- 
nounced general disturbances and severe ocular 
inflammation, but as yet no_ specific rem- 
edy has been prepared. Local infections are 
commonly caused by cocci or mixed organisms 
which are of low virulence and produce no sys- 
temic change. If the infection is acute, such as 
serpiginous ulcer of the cornea, there is little dif- 
ference in the results after the injection of diph- 
theria antitoxin, milk, typhoid vaccine, horse se- 
rum, or the serum of man. The systemic reac- 
tion to any of these proteins brings about a 
change in the healing of the ulcer. Chronic in- 
fections of the lids, cornea, or uveal tract, how- 
ever, respond more readily and more satisfac- 
torily to milk, but in some instances, when milk 
has not brought about the desired change in heal- 
ing, better results can be obtained by the admin- 
istration of some other protein. The continued 
use of one form of protein is often not so effec- 
tive as the substitution of another. For instance, 
after four injections of 10 c.c. of milk no further 
beneficial effects can be obtained by its use, but 
some other protein, such as diphtheria antitoxin, 
will bring about a new stimulation of healing. 
In other words, after one form of protein is no 
longer effective, another form can be adminis- 
tered which will be as effective as the first dose 
of the previous protein. This is illustrated by 
the effectiveness of autogenous or stock vaccines 
in certain chronic diseases of the eye after milk 
or typhoid vaccine has ceased to be of value. 
The choice of a protein is determined somewhat 
by the extent of the general reaction it is capable 
of producing and the relative safety with which 
larger doses of it may be given. 


The nonspecific proteins used most often in 
ophthalmology are diphtheria antitoxin, milk, 
and typhoid vaccine. They have the common 
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* 
property of producing fever, leukocytosis, and 
malaise. When any of them is given in dosage 
sufficient to produce a reaction with a fever of 
from 103° to 104°, inflammatory symptoms 
quickly subside, pain is relieved, and a marked 
change comes about in the disease. Subsequent 
doses are usually followed by a less marked gen- 
eral reaction, although healing may continue 
without interruption. The total benefit of milk 
injections is usually obtained if four injections 
of from 5 to 10 cc. are given at intervals of 
from forty-eight to sixty hours; two injections 
of typhoid vaccine are usually sufficient for good 
results, and diphtheria antitoxin should be given 
in moderate doses (2,000 to 5,000 units) daily 
for as long as desired. Injections of horse se- 
rum or human serum are usually not repeated, 
and never more than a second or third time. Sys- 
temic reactions from the use of vaccine are not 
desirable. Mild focal arid local reactions are all 
that should follow any injection. The dose 
should be increased gradually if the reaction 
falls short of this requirement. Marked reac- 


tions from autogenous vaccines usually aggra- 
vate the disease and delay recovery. In chronic 


diseases, in which there are no systemic symp- 
toms and only mild local symptoms, the use of 
vaccines, without previous administration of 
other forms of protein, seems to give the best 
clinical results. Protein therapy should seldom 
be used during the acute stage of abscess of the 
orbit with marked general disturbance. After 
the reaction to an acute infection has passed, 
small doses of nonspecific protein may be given 
to advantage if convalescence is slow or unsatis- 
factory. In milder infections large doses of for- 
eign protein are used. In a case of panophthal- 
mitis due to penetration of the eye by a foreign 
body (probably iron), in a boy of twelve whom 
I recently treated, the reaction receded quickly 
although the globe was filled with pus and the eye 
was held tightly closed by marked swelling of the 
orbital tissues and the swollen lids. Although 
the globe subsequently ruptured, the swelling 
had gone down during the four-days course of 
treatment and the boy was comfortable instead 
of prostrated and in severe pain, as is so often 
the case. 


Local diseases of a nonsuppurative character 
may yield to some form of nonspecific protein 
therapy, although the indications for such treat- 
ment are not so clear and the results less decisive. 





PROTEIN THERAPY IN OPHTHALMOLOGY—BENEDICT 


Tuberculosis of the eye may be treated by in- 
jection of tuberculin or by radiant energy; in 
both cases the result probably depends on protein 
reactions. In general the degree of reaction to 
protein injection is governed by the severity of 
the infection for which it was given; the more 
acute the infectious process the more active the 
induced reaction. Accordingly, the dosage must 
be graduated to meet the condition; a large dose 
of protein must be used to combat an acute in- 
fection developing rapidly, a small dose for the 
more insidious infections. Acute corneal ulcers 
respond quickly to from 5 to 10 c.c. of milk, or 
from 1,000 to 3,000 units of diphtheria antitoxin, 
whereas chronic ulcers should, as a rule, be 
treated by smaller injections of proteins, from 
which less reaction is obtained. Vaccines are 
to be preferred in this type of case to milk or 
diphtheria antitoxin. 

Local treatment of infected eyes is not to be 
supplanted by protein therapy but rather aided 
by it. There are very few inflammatory diseases 
of the eye in which the local use of drugs and 
heat is not indicated. General protein reactions 
aid materially in the healing of infected wounds, 
but antiseptics must be used locally. Application 
of heat often hastens the healing induced by the 
injection of protein. Modifications of the usual 
dosage of drugs given for their general action 
may also be used. Eyes affected with corneal 
ulcers should be treated by atropine and heat, 
and bandaged if the secretion is not profuse. An- 
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tiseptics, such as bichloride of mercury, mercuro- 
chrome, silver salts, and iodoform, are indicated 
in cases of sloughing ulcers and should be used 
in addition to protein therapy. For nonsuppura- 
tive corneal diseases, potassium iodide, salicy- 
lates, mercury, iron, and many other drugs are 
given internally. In many diseases of the uveal 
tract, such as iritis and choroiditis, only atropine 
and rest are required in addition to the removal 
of the cause of the disease and protein therapy. 
Proteins of low activity are used except in cases 
of acute inflammation. Chronic iritis with pos- 
terior synechia and contracted pupil may be 
made worse by a severe protein reaction. Uvei- 
tis may be induced in a healthy eye by the injec- 
tion of lens protein or uveal pigment. These 
proteins should be used only after tests for sensi- 
tization have been made. 

Foreign proteins that produce marked reaction, 
such as milk, diphtheria antitoxin, and special 
biologic preparations, should be used only in a 
hospital where suitable care can be given the pa- 
tient. Usually the course of treatment is short, 
but the advantages of the few days of hospital 
care are sufficient to warrant the extra expense 
incurred. Vaccines and other proteins producing 


mild reactions can be safely given to ambulatory 
patients, but the patient should refrain from 
strenuous work and obtain as much rest as is 
consistent with the demands of his activity. 
When properly carried out, foreign protein ther- 
apy is a valuable adjunct to the therapeutic 
armamentarium in ophthalmologic practice. 











WHAT PRICE LUXURY: THE TOLL OF MODERN HOUSING 


W. W. Lewrs, M.D., F.A.C.S. 
Saint Paul 


EAFNESS, or hard hearing, though not 

common nor frequent among all creatures, 
is becoming so among humans of modern civili- 
zation in regions of decided seasonal temperature 
change. And though to the ordinary, unthinking 
person not so afflicted it seems not the greatest 
impediment in life, yet to those who become deaf 
it is frequently the most depressing and hard- 
est of all afflictions to bear. Blindness would be 
pronounced by all the greater affliction, yet it is 
a universally known fact that the blind are happy 
and cheerful as compared with the deaf, and in 
the majority of cases develop even buoyant and 
companionable dispositions; whereas the deaf, 
unfortunately, only too often drift into silent, 
morose isolation. Recall, as many of us can, 
the blind horse or dog of our childhood, how af- 
fectionate and companionable he was, and, again, 
the dear old family dog in his old age, not blind 
but “stone deaf,” as we used to say, how silent 
and separate and alone he became as his deaf- 
ness increased. 

Complete or absolute deafness is rare, and is 
seldom seen even by the physician in that special 
line of practice. Hard hearing, on the other 
hand, covers all but a mere fraction of so-called 
deafness, cases of complete or absolute deafness 
being practically limited to the few apparently 
born with that defect in their central nervous 
system, or, which is more commonly the case, 
those who as a result of meningitis or other brain 
disease or brain injury before, during or follow- 
ing birth have the auditory or hearing centers in 
their brains destroyed. Absolute deafness is al- 
ways a central or brain defect, whereas the vast 
majority of hard-hearing cases is a matter of 
crippled sound transmission apparatus in the 
middle ear primarily, sometimes later affecting 
the central or brain portion of the hearing organ, 
but secondarily. 

Diseases of the middle ear are by far the great- 
est in importance, frequency and seriousness, and 
constitute 95 or more per cent of all ear disease 
and at least that proportion of all cases of hard 
hearing. The middle-ear cavity gets its ventila- 
tion and atmospheric air-pressure balance 
through the Eustachian tube leading to it from 
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the back of the nose chambers. Unfortunately 
it is by way of this same tube that all sorts of 
infection creep up into the middle-ear cavities 
from the nose and throat. 

The nose and throat, as can be easily under- 
stood, therefore, are the seat, in the beginning, 
of most all affections of the ear, both as to in- 
flammatory and catarrhal disease. Some of these 
affections result in pus formation or abscess in 
the middle-ear spaces, with partial or nearly 
complete destruction of drum and the ossicle 
bones. But by far thé most frequent are cases 
of mere catarrh which stiffens and holds fast by 
adhesions the ossicle joints and drum membrane 
almost as if liquid glue were poured into the 
spaces and allowed to harden. Thus the middle 
ear, or sound-conducting portion, is the part that 
suffers in most instances in affections bringing 
on hard hearing. 

On the other hand, even in the presence of 
considerable middle-ear damage, the inner ear, 
or sound-perceiving portion, remains grossly in- 
tact and continues largely capable of perceiving 
sound when such sound is carried or conducted 
to it by routes other than the usual air-conduc- 
tion route; viz., by bone, or bone-conduction as 
it is called. That is the reason hard-hearing peo- 
ple continue to hear very satisfactorily through 
the telephone receiver and radio receivers, and 
why a sounding board, such as a celluloid plate or 
a celluloid fan, held against the teeth affords 
wonderful means of collecting sound for trans- 
mission through the bones of the head to the in- 
ner ear, or sound-perceiving portion, which, in 
turn, passes it on to the centers of recognition 
and memory in the brain proper. 

Inner-ear deafness, or failure of the sound- 
perceiving portion, while it does accompany a 
few forms of middle-ear disease, is largely the 
effect of toxins, or poisons, in the general system 
and circulation in the body as a whole. These 
poisons may be from excessive use or overdoses 
of common drugs; such as quinine, salicylate 
of soda and many other chemical substances; 
but they are more commonly the result of toxins, 
or poisons. Then, too, the inner-ear apparatus 
may be destroyed by hemorrhage, as in apoplexy 
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or hemorrhage occurring in blood diseases, such 
as the severe anemias. All special sense nerves— 
such as the nerves of sight, hearing, smell, etc._— 
are peculiarly susceptible to the poisons men- 
tioned. 

We have determined that all but a small frac- 
tion of hardness of hearing comes as a result 
of middle-ear affections, and that practically all 
middle-ear affections are the result of affections 
of the nose and throat, due to the close connec- 
tion of the two through the air tubes reaching 
from the back chambers of the nose to the mid- 
dle-ear spaces inside the eardrum. 

What, then, are the nose and throat affections 
which cause so much trouble? They are two: 
obstruction and infection. Obstruction interferes 
with ventilation and drainage of the nasal cham- 
bers, and infection leads to disease of these nasal 
chambers, which without ventilation and drainage 
brings on all sorts of complications locally and 
often constitutionally. Obstruction in the nasal 
passages may be due to bony deformity occa- 
sionally, but infinitely more commonly is due to 
swelling of the lining membrane and soft tissue 
structures in the nose, thus blocking and inter- 
fering with the ventilation and drainage of the 
chambers communicating with the nostril pas- 
sages. Asa result, infection, which would other- 
wise be of a slight, transient or even innocent 
nature, develops into severe, troublesome and 
only too often chronic catarrh or pus-forming 
disease. These conditions often extend to the 
air tubes leading to the middle-ear cavities, and 
in turn can, through obstruction and infection, 
reach up and into them with all the attendant 
and resulting conditions so disastrous to the 
sound-conducting apparatus. 

With the sound-conducting apparatus out of 
commission, the sound-perceiving portion re- 
ceives relatively little of the sound waves 
through the air, and hard hearing results. 

Most of our stuffy and obstructed noses are 
due to the unnatural atmospheric conditions 
under which we live in regions having severe 
winter climates. The Architect of the Universe 
never intended that His creatures should live in- 
terchangeably several times a day, and even sev- 
eral times hourly, in temperatures of the arctic 
circle and the torrid zone, or that we should be 
transported from Hudson Bay to Bermuda, back 
and forth, by the mere opening and closing of 
a door, as we are, atmospherically, by going back 


_and forth from our steam-heated apartments of 


75 degrees above zero to 25 below outdoors. The 
nose, which is comparable to a highly developed 


- thermostat and radiator constantly on guard to 
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modify the inspired air, can not possibly adjust 
itself to such repeated and continued variation of 
temperature, and as a result develops swelling 
and over-thickened tissues, which are out of 
proportion to the size of the passages, and ob- 
struction with all its attendant troubles results. 

The North American Indian, living in his tent 
the year round, had but two changes in the at- 
mosphere he breathed, during spring and fall, 
and of such gradual change that he had no such 
trouble as our modern civilization brings us. He 
kept warm with clothing and furs and breathed 
the air of even temperature. 

Nor are we, in the great majority, troubled 
with as much nose and throat and ear affections 
in the summer months as we are in the winter, 
for we live at that time in the same temperature 
indoors and outdoors. The ordinary nose and 
throat sufferer is comparatively comfortable out- 
doors in the cold where the tissues of his nose 
are shrunken and the ventilation of his head 
cavities is free and open. Not until he comes 
into the superheated apartment does his dis- 
comfort begin, and the trouble all too certainly, 
slowly but surely, leads up to a chronic catarrh 
which eventually reaches to his middle-ear cav- 
vities and results in hard hearing. 

Our fathers and mothers lived in houses with 
but one room heated, and made no attempt to 
continue into winter with their summer clothing. 
They dressed warmer and lived and worked in 
an atmosphere more nearly equal indoors and 
out. 

Rational and conservative surgery in the nose 
of adults when indicated may be the means of 
much relief to help in ventilation and drainage, 
but conservation of all nasal tissue possible is 
essential in this rigorous climate. Removal of 
chronically diseased tonsils, in order to rid the 
nose and throat of persistent infection, is called 
for, and adenoids, when present in children, 
should be removed on account of the proximity 
to the opening of the tubes leading up to the ear 
cavities. 

Treatment of the ears proper is, in general, 
not of much value, for the trouble in the vast 
majority of cases originates and is present in the 
nose and throat. Ventilation of the middle-ear 
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cavities in acute catarrh should be reéstablished 
as soon as possible by corrective measures in the 
ear tubes and in the back nasal chambers. 

Acute abscesses in the middle ear should be 
drained by puncture of, and drainage through, 
the eardrum, and when mastoid complication 
comes on should be handled surgically as may 
be indicated. Chronically discharging ears, if 
due to disease in the ear tubes leading to the 
nose, should be helped by the proper treatment 
there and in the back of the nose. Where ear 
discharge is due to bone disease in or about the 
ear or mastoid, surgery should be done to re- 
move the diseased bone. 

In the treatment of deafness and hard hearing, 
more than in any other affliction that the human 
family is subject to, prevention is paramount, for 
cure, after the condition is well established, is 
not possible, and treatment is most unsatisfac- 
tory. Keeping the body as a whole in the best 


of tone and condition is the most effective means 
of immunity against colds and like affections of 
the nose and throat, to which persons of seden- 
tary habits are especially susceptible; and we 
know that if we can keep free of such affections 
hard hearing will very seldom be our lot. 


Regular, daily outdoor exercise, if not more 
than three to five miles a day on the hoof, is the 
best of all. It need not be all at one time, as in 
one walk. Nor is violent, fatiguing exercise 
necessary or advisable for those unaccustomed 
to it. ; 

A cold foot bath, upon rising in the morning, 
and a dash of cold water on the neck, chest and 
shoulders, are most fortifying. 

Moderate heat in our living quarters of 68 
degrees or less will prove no hardship if we 
begin with such temperature in the fall of each 
year, and plenty of moisture added will tend 
tremendously to the comfort of our otherwise 
stuffy noses. Place water for evaporation in 
every room that is heated. It is not generally 
known that dry atmosphere needs to be of much 
higher temperature to give us the feeling of be- 
ing warm, whereas a moistened atmosphere of 
several degrees lower temperature feels equally 
warm. 

Adequate ventilation at all times, day and 
night, is necessary, and nothing safeguards this 
better than the old-fashioned fireplace. In some 
countries it is firmly believed that tuberculosis 
has markedly increased since the abandonment 
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of the open fireplace for the more modern cen- 
tral heating system. 

Sneezing unguarded by the handkerchief is an 
ever-present source of danger in disseminating 
infection, and close proximity to others in 
crowded street cars and elevators spreads in- 
fection through ordinary conversation 
breathing. 

Hard hearing or deafness of long standing 
can be regarded almost positively as incurable. 
In .general the damage has been done and can 
not be undone, and the best we can hope for is 
to keep the deafness from going any farther by 
what treatment, medical or surgical, may be ra- 
tionally indicated. After that we must do the 
best with the hearing we have left, and learn to 
call the other faculties we have to help out. 

To the Hard of Hearing: First, let us keep 
up our courage and our spirit. Do not permit 
ourselves to become morose or to feel isolated 
and alone. One of the greatest human attributes 
is companionship. Friendliness begets friends. 
Be attentive. There is lots we can understand 
even if we do not hear every word. Do not 
pretend to hear when you do not, nor answer at 
random what you. may merely guess at as being 
said to you, for the other person becomes more 
embarrassed under such circumstances than 
you do. 

Do not permit yourself to be deprived of any 
helping device of which you may be able to avail 
yourself. It is far better to hear with it than 
not to hear or to pretend to hear when you do 
not. Many of the electrical instruments are 
wonderfully well received by hard-hearing peo- 
ple. But do not permit yourself to tune it up 
any louder than is necessary for you to hear by. 
Save the additional capacity of the instrument in 
case you may need it later. 

Train yourself to lip reading, limiting the prac- 
tice at first to some dear friend or relative whose 
patience and sympathy you know is 100 per cent. 
There are many excellent, capable teachers to be 
had, and a good start from one of these may 
speed you along wonderfully. 

Become a radio fan, and the whole world will 
find its way to your ears. Remember that the 
great majority of so-called deaf people are not 
deaf but only hard-hearing, and that their bone 
conduction is even above par. If you could read, 
as I have read, scores of letters from persons 


and 





WHAT PRICE LUXURY—LEWIS 


who have been, during their careers, men and 
women of national prominence and renown in 
literature, in art, in business and finance, who, 
after years of comparative retirement on account 
of hard hearing, have returned to intercourse 
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with the world through the blessing of the radio, 
you would take up the radio earpieces and adopt 
them as gossiping friends to bring to you the 
news of the world and help you to become a 
philosopher and an optimist. 





ONE STANDARD FOR ALL AMERICA 

In 1781, James Watt invented his steam engine and 
opened the modern industrial era. Only two years later 
he launched another development of epoch-marking 
significance—“a perpetual decimal subdivision of 
weights and measures,” as he termed it. This Watt 
plan became the basis for the world metric standards 
of today. 

In America, Thomas Jefferson evolved a similar plan 
for decimal weights, measures and money. He secured 
Congressional sanction for dollars-and-cents currency 
in 1785; but his earnest urgings, added to those of 
George Washington, failed to gain establishment of 
decimal weights and measures. 

It was 140 years ago that “The Founders,” men of 
so much breadth and vision, pleaded with our people 
to adopt and use decimal commodity standards. Since 
that time, all the other civilized nations have made 
this advance. Only the United States of America and 
the British Commonwealths are unstandardized with 
the world. 


DIVERSITY OF MEASURES 


This is the more deplorable to record, when it is 
considered that our commodity units are not standard- 
ized one with the other. The current impression, un- 
fortunately prevalent, that Americans use the British 
measures, is the cause of costly confusion in commer- 
cial transactions,*price quotations, statistics and tech- 
nical literature. A gallon is not the same in Canada 
as in the United States, nor is the bushel. There is 
great confusion due to the different tons and hun- 
dredweights, the “long” ton being generally used in 
British countries. Even the technical definition of the 
yard is declared to be different in various English- 
speaking countries. 

Because of the 20 per cent difference of the pint, 
quart and gallon in Canada and the United States, the 
U. S. liquid measures have been made illegal for use 
in Canada, for American merchants might otherwise 
sell with their smaller liquid units and gain an unfair 
advantage. 

The Canadians have what was known of old as the 
British beer measure. The United States uses what was 


known in antiquity as wine measure. Both were no 
doubt very actively in use when our disorderly weights 
and measures were being framed, for, as Joseph V. 
Collins declares, “Counting English and Canadian 
units bearing the same names as United States units, 
we have in use 4 different sizes of pints, quarts and 
gallons; 3 different sizes of gills, many sizes of barrels; 
an untold number of different sizes of bushels of 
things as sold in different States, such as apples, pota- 
toes and the like, 3 kinds of ounces, drams and pounds; 
2 different sizes of hundredweight; 4 different tons, 
and 2 or 3 kinds of miles.” To this anarchy of weights 
and measures are to be added such casuals as minims, 
grains, fathoms, pennyweights, pecks, links, chains, 
points, lines, mils, scruples, furlongs, hands, rods, poles, 
stones, cords and other survivals of barbaric barter. 


PAN-AMERICAN STANDARDIZATION 


The unfortunate condition here depicted, while as 
yet unamended, by no means has passed unnoticed. 
Economic experts have for years pointed out the tragic 
waste jnvolved in our unstandardized, undecimalized 
measure. ‘ ‘ 

Particularly in America has been proclaimed the 
need for unification of commercial standards. Sensing 
this desperate need, the first Pan-American Conference, 
held in Washington, D. C., declared in one of its most 
important agreements: “The Conference recommends 
the decimal metric system to the nations which have 
not already adopted it.” 

As a result of that conclusion, all republics of Cen- 
tral America, South America and the West Indies by 
legal enactment confirmed the adoption of the metric 
units. Our great Secretary of State, James G. Blaine 
—founder of the Pan-American conference plan— 
urged favorable action from the United States Con- 
gress, likewise suggesting as a first step the use of 
metric standards in the customs service. But, though of- 
ficial support was accorded and at one time metric 
legislation failed by a very narrow margin in Congress, 
no definite action was taken, and in this vital advance 
the United States lagged behind other republics not 
ordinarily considered so progressive-—The Kiwanis 
Magazine. 





CONTRACTURE OF THE AXILLA FROM BURNS: 


REPORT OF 


THREE CASES* 


Hucu T. Jones, M.D., 
Rochester, Minnesota 


SHALL not discuss here the surgical treat- 

ment of the various types of contracture of 
the axilla due to burns, since each case presents 
an individual problem, but I shall describe the 
conditions met with in three cases, and their 
treatment. 

Individual as the problems are, there are a 
number of general indications by which one 
should be guided to a certain extent. Consider- 
ation must be given first to the severity of the 
scarring and the degree of contracture. Patients 
who come to the surgeon for relief are rarely 
burned deeper than the skin and subcutaneous 
fat; for the superficial burns do not cause con- 


Fig. 1, Case 1. 


lary fold. 


tractures that require surgical treatment, and 
deeper burns are usually fatal. If the scarring 
has resulted in an extensive web from the arm to 
the chest, which consists of relatively elastic, pli- 
able skin, it may be possible to correct the de- 
formity almost entirely by plastic measures 
(Case 1). For several reasons intense scarring 
may make the available tissue unsuitable for 
flaps. Because of poor circulation it may be 
hazardous to shift flaps, since not enough blood 


*From the Section on Orthopedics, Mayo Clinic, Rochester, 
Minnesota. Read before the annual meeting of the Southern 
Minnesota Medical Association, Austin, Minnesota, September 
30, October 1, 1927. 
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Axillary scar contracture involving posterior axil- 


may come through the pedicle after the flap has 
been separated from the underlying tissues to 
prevent sloughing. Also the intense scarring 
may interfere with the elasticity of a flap to such 
an extent that the flap will not assume a satis- 
factory shape for filling in the defect after the 
deformity of the shoulder has been corrected. 
In such cases, if it is not possible to shift a flap 
safely, and if the flaps are not sufficient to cover 
the defect after excision of scar tissue, and to 
correct the deformity, it is comforting to know 
that the free, full-thickness skin transplant may 
be relied on to cover the remaining area. 

The severity of the scarring will determine the 


Fig. 2, Case 1. Correction gained by Z plastic op- 
erauon, tendon lengthening, and physiotherapy thirty- 
nine days later. 


operative procedures that may be necessary to 
secure the desired result. The deformity may 
be too marked to permit correction by one op- 
eration. The muscles, ligaments, nerves and 
blood vessels have become shorter and thus the 
joint motion has been limited for a prolonged 
period. The muscle contractures may be re- 
lieved by lengthening the tendons, while the other 
tissues may be gradually accustomed to wider 
excursions of shoulder motion. After the first 
operation, which is likely to be the most radical. 
remaining contracted areas may be corrected at 
successive intervals by excising them and sub- 
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Incision 


Fig. 3, Case 1. Contracture of posterior axillary fold show- 
ing incision for Z plastic operation. 


stituting free, full-thickness skin grafts (Case 2). 

If the severity of the scarring has been mis- 
judged and plastic operation has resulted in 
sloughing, the necrotic tissue may be excised and 
the area prepared for a full-thickness skin trans- 
plant (Case 3). 

Consideration must also be given to the site of 
the contracture: whether the anterior axillary 
fold is involved, as in Case 2, whether the pos- 
terior fold is involved, as in Case 1, or whether 
the entire axilla is involved, as in Case 3. It is 
fortunate that the body is not usually burned on 
both front and back at the same time, since the 
scarring then principally involves only one or 
the other of the axillary folds. Also, the axilla, 
being protected by the arm, is often spared and 
the good skin in this area can be used in the 
repair. 

REPORT OF CASES 


Case 1—A man, aged twenty-one years, presented 
himself for examination with a contracture of the 
posterior axillary fold resulting from scalding with 
hot water eighteen years previously. Figures 1 and 2 
show the range of motion before and 39 days after 
one operation. The web was extensive and fairly 
clastic and it was possible to gain almost complete re- 
lief by the “Z” plastic operation, which Davis calls 
“Berger’s web-splitting operation.” Figure 3 shows the 
incision used to split the web and provide anterior 
and posterior flaps. Figure 4 shows the dissection of 
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_ Fig. 4, Case 1. Dissection of anterior and posterior flaps 
in Z plastic operation together with lengthening of tendons of 
teres major and latissimus dorsi. 


the flaps: the anterior flap is attached to the arm and 
the posterior flap to the chest. There was enough 
elasticity in the flaps to permit considerable change of 
shape when the arm was abducted. In order to abduct 
the arm fully, it was necessary to excise the scar tissue 
in the axilla and to release the tension on the teres ma- 
jor and latissimus dorsi muscles by cutting the band- 
like tendons about two-thirds across (Fig. 4). After 
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Fig. 5, Case 1. 


Approximation of flaps in Z plastic opera- 
tion. Insert: 


the completed suture. 
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Fig. 6, Case 2. 
axillary fold. 


Axillary scar contracture involving anterior 
the flaps had been trimmed to fit the defect, the wound 
was approximated as shown in Figure 5. The incision 
was carried down onto the arm two-thirds of the 
way to the elbow in order to excise the dense, thick 
bands of scar tissue. Following the operation a co- 
pious dressing of fluffed gauze was bandaged into the 
axilla and a plaster-of-Paris cast extending over the 
body and down to the hand was applied. The cast 
held the arm in abduction and exerted gentle pressure 
on the operative field. It was left on for eighteen 
days and, following its removal, baking, massage, and 
active exercises were instituted to restore function. 
Hanging from a horizontal bar seemed to be a helpful 
exercise for maintaining the extreme of abduction. 
The cast was cut off in such a manner that it could be 
reapplied as a plaster aéroplane splint to hold the arm 
in abduction while the patient was up and about. The 
splint was used for several weeks longer. 

Case 2—The patient was a woman of thirty-three, 
who had been burned severely about seventeen months 
previously. Among other deformities a severe con- 
tracture of the anterior axillary fold had resulted. 
Figures 6 and 7 show the range of motion before and 
60 days after operation. However, the arm could be 
raised forward to the level of the shoulder. The scar- 
ring and contracture were so marked that closure of 
the entire wound, following surgical relief of the de- 
formity, was out of the question. The fact that the 
posterior axillary fold was not severely scarred and 
the main part of the vault of the axilla posteriorly 
had been spared was favorable. Figure 8 illustrates 
the type of incision used. After separating the arm 
from the chest, it was seen that a short anterior flap 


Fig. 7, Case 2. Relief of contracture sixty days after 
plastic operation, tendon lengthening, and full-thickness skin 
graft at time of primary operation. The small, circular, full- 
thickness graft was applied at a secondary operation because 
of necrosis resulting from an ill-fitting splint. A plastic op- 
eration relieved a contracture in front of the left elbow, and 
a pedicle graft from the abdomen to the left forearm relieved 
a forearm-thumb contracture. 


and a more extensive posterior flap could be obtained. 
Figure 9a shows how the anterior and posterior flaps, 
were used to cover the defect over the chest only; the 
defect over the inner side of the arm in the axilla was 
disregarded for the time being. Owing to the limited 
range of shoulder motion, the pectoralis major had 
become shortened, and in order to abduct the arm 
fully it was necessary to cut the band-like tendinous 
insertion transversely through about two-thirds of its 
extent (Fig. 9a). To cover the defect on the arm, 
the free, full-thickness skin transplant was used. By 
means of a rubber-tissue pattern, a graft devoid of 
fat was removed from the thigh (Fig. 9c). This graft 
was sewed into place on the arm with numerous mat- 
tress sutures to effect accurate approximation (Fig. 
9b). The mattress sutures helped to increase the tis- 
sue contact at the skin margins. Allowance was made 
for this eversion of the skin margins by cutting the 
graft slightly larger than the actual defect, somewhat 
after the method of Blair. It was possible to close 
the wound on the thigh after some of the excessive 
subcutaneous fat had been excised. “Pie crust” stab 
wounds in the skin afforded further relaxation. A 
copious dressing of fluffed gauze placed over the graft 
was held in place by a plaster cast extending over the 
body and down to the hand of the affected side, to 
hold the arm in abduction. While the plaster was 
hardening, gentle pressure was exerted over the dress- 
ing. Although I have not used the rubber bags advo- 
cated by Smith, by which he maintains a pressure of 
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Fig. 8, Case @. Incisions used to release contracture in- 
volving anterior axillary fold. a, Anterior view of inci- 
sion showing proposed anterior flap. 6, Posterior view of 
incision showing proposed posterior flap. 


30 mm. on the graft, I like the idea and plan to try it. 
The graft in this case showed an excellent primary 
“take” when first inspected thirteen full days after op- 
eration. Local heat, massage, and exercise were insti- 
tuted about three weeks after the operation. Unfor- 
tunately a small area of necrosis developed from 
undue pressure of an ill-fitting splint, and accordingly 
one month following the first operation, after cauteriz- 
ing the ulcer with phenol and sponging locally with 
95 per cent alcohol, the ulcer was excised together with 
some scar tissue leading up toward the neck, and a 
full thickness graft was applied. This graft grew sat- 
isfactorily. It is represented by the smaller circular 
graft in Figure 7. 

Case 3—A boy aged six years had been burned three 
years previously, and contracture of the axilla had 
resulted (Fig. 10). The anterior axillary fold, as well 
as the posterior fold, was scarred. Because of a 
fairly extensive web, a “Z” plastic operation was at- 
tempted and closure of the wound was effected. The 
scar tissue present, however, was not sufficient, and 
sloughing appeared in the axilla. I refer to this case 
to show again to what extent the free, full-thickness 
skin transplant can be relied on. On the twenty-fourth 
day following the primary operation, the area of 
sloughing was excised, and, by allowing the defect to 
gape, further correction of the shoulder was possible. 
Hychlorite dressings (diluted 1:7) were applied in the 
meantime. After four days a free, full-thickness graft 
was sewed into place with excellent result. It is rep- 
resented by the diamond-shaped area in the axilla 
shown in Figure 11, which also illustrates the range of 
motion, forty-six days after operation. Physiotherapy 
was employed to restore function after operation. 


SUMMARY 


Each contracture of the axilla presents an in- 
dividual problem. In planning the proper mode 
of attack, one must be guided by the severity of 
the scarring, the available arm-to-chest web, and 
the site of the contracture, whether in the ante- 
rior axillary fold, the posterior axillary fold, or 
whether the entire axilla is involved. 
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Fig. 9, Case 2. Relief of contracture involving anterior 
axillary fold. a, Anterior and posterior flaps used to cover 
side of chest, leaving medial surface of upper arm uncov- 
ered. 5b, Full-thickness skin graft used to cover defect. 
¢; Outline of full-thickness graft made on thigh using rubber 
tissue pattern of arm defect. Thigh wounds closed after 
removal of considerable subcutaneous fat and undercutting 
the skin edges. 


. 10, Case Scar contracture involving entire axilla, 
especially the anterior part. 
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Fig. 11, Case 3. Relief of contracture by Z plastic operation 
and a secondary full-thickness skin graft following excision of 
area of sloughing. Appearance forty-six days following primary 
operation. 


A series of operations is usually necessary to 
obtain the best result. The free, full-thickness, 
homogeneous skin transplant is a reliable pro- 
cedure to fall back on if, after full correction of 
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the shoulder deformity, not enough skin is avail- 
able to effect a plastic closure. 

The full-thickness skin graft may also be used 
to fill in a defect left by postoperative sloughing 
of the skin in the axilla. There are a few requi- 
sites for success in using the free, full-thickness 
skin transplant: (1) its use only in an unin- 
fected field; aseptic sloughing of the skin is not 
a contraindication; (2) in preparing the field for 
the graft, excision of the scar down to normal 
vascular tissue; (3) if possible, suturing the 
graft to the skin which has not been scarred; 
(4) cutting the graft by pattern to fit the defect 
accurately; (5) maintaining the proper degree 
of even pressure; (6) the use of a plaster-of- 
Paris cast to aid in maintaining moderate pres- 
sure on the graft, to bring rest to the field of op- 
eration, and to maintain correction of the de- 
formity; (7) not inspecting the graft for ten 
days after operation, and (8) maintenance of 
moderate pressure on the graft for three weeks 
after the operation. 


Physiotherapy is of use before operation to 
loosen scarred skin and to improve its pliability ; 
after correction of the adduction deformity at 


the shoulder it aids in the restoration of joint 
function. 
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SOME PHASES IN THE DIAGNOSIS AND TREATMEN'T OF 
MAXILLARY EMPYEMA* 


W. H. Howarp, M.D. 
Minneapolis 


IGHT, in his History of Rhinology and 

Laryngology, relates that Egyptian kings, 
as far back as 3500 B. C., suffered from acute 
and chronic rhinitis and other forms of pathol- 
ogy in the nares. He tells of King Sahura hon- 
oring his private physician by causing the royal 
stone cutter to inscribe on a slab his deed of 
curing the king of an infection in his nose. 

From that time until the present, the human 
race has suffered from variable infections and 
pathological processes in the nose and upper re- 
spiratory tract. Formerly, and even rather re- 
cently, these were considered some form of rhi- 
nitis; possibly an acute rhinitis, a hypertrophic 
rhinitis, or an atrophic rhinitis, and treatment 
was prescribed accordingly. At present, any 
such pathology in the nose is considered a mani- 
festation of some accompanying sinus disease. 
Some one has very accurately stated this by say- 
ing that the nasal mucous membrane is the “show 
window” of the sinuses. At least, every rhino- 
logic study should have for a basis the study of 
the nasal accessory sinuses. 

In taking up some of the phases in the diag- 
nosis and treatment of acute and chronic condi- 
tions of maxillary empyema, I wish first to em- 
phasize the importance of a thorough knowledge 
of the anatomy of the sinus, not only the devel- 
opmental, but also the completed topography. 
A rhinologist must always be on the lookout for 
anomalies and must know the anatomical limi- 
tations. 

The adult maxillary sinus is the largest of the 
paranasal sinuses, except in very exceptional 
cases, where it is comparatively small and ex- 
ceeded by the frontal and sphenoid sinuses. It 
follows the shape of the body of the maxilla, 
resembling a three-sided pyramid. The walls 
vary in thickness and dehiscences have been 
noted on the facial or ventral wall. The relation 
of the floor of the adult maxillary sinus to the 
floor of the nasal fossa depends largely upon the 


*From the Department of Ophthalmology and Otolaryngol- 
ogy, The Nicollet Clinic, Minneapolis, Minnesota. Read be 
fore the annual meeting of the Southern Minnesota Medical 
Association, Austin, Minn., Sept. 30 and Oct. 1, 1927. 
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degree of hollowing out of the processus alve- 
olaris of the maxilla. The degree of arching of 
the hard palate, affecting the floor of the nose, 
also has some bearing on this relation; usually, 
however, the floor of the sinus is below the floor 
of the nose. The difference in height varies 
from .5 to 10 mm. I have been unfortunate in 
encountering a case in an adult where the floor 
of the antrum was so far above the floor of the 
nose that, upon puncturing, the point of the tro- 
car went into the cheek instead of into the cav- 
ity. The reason was found after a thorough 
study of the skiagram. 

The relationship of the teeth to the maxillary 
sinus in the adult is important, because about 15 
to 20 per cent of infected antra are due directly 
to alveolar abscesses, either by contiguity, or ac- 
cidentally by the extraction of abscessed teeth. 
This is due to their close proximity to the floor 
of the sinus. The layer of spongy bone between 
the roots of the teeth and the floor of the sinus 
varies in thickness in different skulls and the 
asymmetry on the two sides of the same skull is 
often very marked. A patient may have an ac- 
cidentally infected antrum on one side following 
extraction, while on the other side he may en- 
counter no such difficulty, owing to the unequal 
development of the two sides of his skull. The 
relationship of certain teeth to the sinus is also 
not constant, because of the variance in size of 
the sinuses, not only in different individuals, but 
often in the same one. Direct communication 
between the roots of the teeth and the mucous 
membranes of the sinus occurs most frequently 
in the aged; it does not occur in the young adult. 

The function of the maxillary sinus and that 
of the remaining nasal accessory sinuses is a 
much discussed question among the profession 
and the laity. In reviewing this phase, a. wide 
variation is found in the different text books. 
Their hypotheses and conclusions are markedly 
dissimilar. The only plausible theory, of the sev- 
eral held by various authors, is that the maxil- 
lary sinuses are invaginations, rather than evagi- 
nations, as we have previously been taught. In 
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other words, they are drawn in, instead of 
pushed out. This theory has probably led most 
rhinologists to the belief that conservatism 
should be of the utmost importance in the care 
of the sinus in the young, while the more radical 
procedures may be initiated in the adult. This, 
in my opinion, is certainly not justified, and con- 
servatism should always be the rule in the treat- 
ment of sinus conditions, as in all types of nasal 
surgery. 

Inflammations, infections and hyperplastic 
changes in the antrum are of much greater fre- 
quency than in the other sinuses. 

The etiology of acute and chronic maxillary 
sinusitis involves many factors. The classifica- 
tion of Skillern is as follows: 

1. Idiopathic (arising in the sinus itself). 

2. Direct extension from nasal mucosa (cor- 
zya, etc.). 

3. Infectious diseases (circulatory). 

4. From alveolus (contiguity-blood ; 
tinuity-bone). 

5.. Contamination from other sinuses. 

6. Foreign bodies. ; 

7. Osteomyelitis, tuberculosis, syphilis and 
malignancy. 


con- 


8. Chronic or latent empyema. 

For the sake of brevity, we will not discuss the 
idiopathic cause, as direct bacterial invasion of 
the sinus is almost impossible to demonstrate. 

The extension from the nasal mucosa is easily 
possible, because, whenever the mucous mem- 
brane of the nose is affected, the mucosal lining 
of the sinuses is always secondarily affected. 
This route of infection is unquestionably the 
most frequent. 

It is not known why influenza, of all the in- 
fectious diseases, should play the most important 
réle as the causative factor of maxillary disease, 
unless the comparatively recent epidemic has 
taught rhinologists the importance of a more 
rigid and careful investigation, with a resulting 
increased knowledge of the pathology of this 
sinus. 

Many authors state that alveolar infections 
are the causative factor of antrum disease in 20 
per cent of the cases. This percentage, in my 
opinion, is rather high. Permit me at this point 
to ask the question, why is alveolar extension 
to the antrum by contiguity comparatively com- 
mon, while the reverse occurs rarely, if at all? 
My only explanation is hypothetical, and is that 
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the mucous membrane of the sinus is very re- 
sistant to infection. For this reason, its conser- 
vation should be seriously considered when con- 
templating any radical interference with the si- 
nus. This would also lead one to believe that the 
actual bone changes, if any, occur only in a late 
stage of the disease. 

It is easily possible for extension from other 
sinuses to produce maxillary sinusitis. The max- 
illary sinus, because of its anatomical position, 
size of the ostium, etc., is in the greater number 
of instances the first sinus to be infected. This 
is true not only of acute and chronic infections, 
but also of the state of hyperplasia. Therefore, 
in cases of recurring nasal polyposis, after the 
overlying sinuses have been exenterated, the pos- 
sibility should not be overlooked of the primary 
pathology existing in the antrum at the time of 
surgical interference with the other sinuses. 

Osteomyelitis, tuberculosis and malignant tu- 
mors will not be discussed. A primary syphilis 
has never been reported but I want to mention 
a case in this connection which has come under 
my observation during the past two and one-half 
years. The patient, a male of forty-one years, 
had a bilateral maxillary empyema and a coinci- 
dent positive blood Wassermann. Both respond- 
ed nicely to antispecific treatment and antral 
lavage. One year later he had a recurrence of 
an acute bilateral maxillary infection combined 
with a lower respiratory infection, and, in spite 
of a persistently negative Wassermann, he was 
put upon antiluetic treatment and the empyema 
cleared up. This would seem to indicate some 
hematogenous effect of syphilis upon the maxil- 
lary antrum when empyema is present. 

The symptomatology presents both local and 
general manifestations, not only in the adult, but 
also in the very young. The first local subjective 
symptom of an acute empyema is usually pain, 
especially if of dental origin or following an at- 
tack of influenza. The sensation is usually most 
marked in the region of the frontal process of 
the superior maxilla. It varies from a constant, 
dull feeling of pressure to one that is severe 
and neuralgic in character. Often these patients 
have an irritation of the superior dental nerves 
as the first manifestation and therefore visit 
their dentists. Frontal pains are sometimes no- 
ticed with an acute empyema of the sinus, but I 
believe this to be due to some involvement of 
the other sinuses of the anterior group, ethmoid 





MAXILLARY EMPYEMA—HOWARD 


or frontal. Pain is increased by bending forward. 
After the empyema of.the antrum has reached 
the so-called chronic stage, there is no pro- 
nounced pain. If it exists at all, it is of a diffuse 
and undetermined character. Patients will 
sometimes describe it as “dizziness,” and in this 
connection permit me to urge a thorough sinus 
investigation in every case of dizziness of unde- 
termined cause. 

The second local symptom of which the pa- 
tient complains is usually a discharge from the 
sinus. It is copious, and variable in character. 
There may be no odor to the discharge, but it is 
sometimes very penetrating, especially if the dis- 
ease is of dental origin. People who complain 


of a constant “cold in the head,” or those who - 


” 


“catch cold easily” should by.all means have a 
thorough rhinologic and sinus study made. This 
discharge may present three chief characteristics : 
it may be mucoid, muco-purulent or purulent. 
Often there is no anterior discharge and the pa- 
tient denies any disease of the nasal cavity but 
concentrates on symptoms of the pharynx and 
larynx. The discharge is usually more profuse 


in the morning on arising, as the antrum drains 
best when the patient is in a recumbent position. 


The next complaint is usually of nasal “‘stuffi- 
ness.” You probably have all had the experience 
of looking into a nose because of this complaint, 
naturally expecting some septal thickening or de- 
flection. Upon examination you find a marked 
deflection to one side, but the patient will tell you 
that he encounters the greater stuffiness on the 
opposite side. This one fact alone should make 
you suspicious of some sinus involvement. It 
is a fixed rule of my own never to recommend a 
submucous operation to alleviate nasal stuffiness 
until the sinuses, especially the maxillary sinus, 
have been satisfactorily eliminated as the cause. 
This symptom may become so marked that the 
patient will complain of a degree of dyspnea. 
The complaint which a patient recently made to 
me was that, using his own terminology, he could 
not “expand his chest like he used to.” He had 
visited one rhinologist who irrigated his left an- 
trum, because the findings really pointed to a 
left-sided involvement, by transillumination and 
skiagram. The sinuses were pronounced clear 
and a submucous operation recommended. When 
he came to the Clinic, I irrigated both antra and 
found a large amount of pus on the right side. 
I wish to stress most emphatically the necessity 
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of utilizing every method of diagnosis at our 
command in seeking pathology within the si- 
nuses. If all the usual methods of examination 
are negative, do not hesitate to explore the an- 
trum by puncture if it is at all questionable, 
especially when searching for focal infection. 

There is usually some disturbance of the sense 
of smell, not only the subjective odor of the dis- 
charge, but also, in many instances, an entire loss 
of this sense. The subjective odor is increased, 
like pain, when the patient bends forward. It 
sometimes produces a distaste for food and drink. 
The loss of smell is due to hypertrophic changes 
of the mucous membrane around the olfactory 
fissure, secondary to the disease of the sinus. 

In considering the objective symptoms of a 
suppurative disease of the maxillary antrum, the 
first thing to note in either one or both of the 
nasal cavities is the presence of secretion which 
is either muco-purulent or purulent in character. 
Its location may be anywhere in these cavities. 
It sometimes is not visible, however, until the 
examination of the naso-pharynx has been made, 
either indirectly by the mirror or directly by the 
naso-pharyngoscope. Repeated examinations 
are sometimes necessary, as this sinus is prone 
to spontaneous evacuation in some cases. 

Congestive hypertrophy may exist in the re- 
gion of the middle turbinate and middle meatus. 
Nasal polyposis or other hyperplastic changes 
may be present if the case is of long standing. 

Diagnosis of the acute type of maxillary em- 
pyema is comparatively easy, as the infection is 
usually ushered in with chill, fever, discharge of 
pus and facial pain which may be neuralgic in 
character along the branch of the infra-orbital 
nerve. These subjective symptoms may also be 
present following dental periostitis or extrac- 
tion. 

In making a diagnosis of the somewhat ob- 
scure or chronic type, a detailed rhinoscopic ex- 
amination is of the greatest importance, includ- 
ing both an anterior and posterior study. This 
should be done before and after shrinking and 
suction are applied. The naso-pharyngoscope is 
a greater aid in posterior rhinoscopy than the in- 
direct method, after one has become proficient 
in its use. To the beginner the picture is some- 
what magnified and distorted. 

The second step in the diagnosis is transillu- 
mination, which I am positive has too often been 
ignored and has not received the consideration 
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it deserves. This method must be used routinely, 
with the same intensity of light in every case. 
Many times in my experience this method of ex- 
amination has aided me when the skiagram has 
failed, and vice versa. There are certain things 
which may affect the illumination, as, for in- 
stance, asymmetry in the same or different indi- 
viduals, because of such anatomical developments 
as thickness of the bony walls of the antrum or 
different degrees of skin pigmentation. The mu- 
cosal lining of the sinus itself may also affect the 
illumination. A comparison of the study of the 
illumination of the frontal sinuses with the clar- 
ity of one or both antra is of inestimable value 
in this method of examination. Any degree of 
inequality between the antra or between the an- 
tra and overlying sinuses should be noted, and 
the examiner should request an x-ray. I do not, 
however, rely much on the illumination of chil- 
dren under ten or twelve years of age. 

The skiagram is the sequel to illumination in 
the diagnosis of antral disease, not only because 
of its great diagnostic value, but because it so 
clearly shows the anatomical dévelopment. This 
latter is important if any degree of interference 
is to be enacted in a therapeutic capacity.” These 
same two advantages apply to the child, as well 
as to the adult. It must be remembered, also, that 
the age of the individual affects the density of 
the bone. The antero-posterior exposure is of 
greatest value. Lateral exposure is necessary 
only when an anomalous anatomical development 
is suspected. Uniformity of position in exposure 
is a very important aid to the final interpretation, 
which should be made by the rhinologist himself. 

A rhinologist who is incapable of interpreting 
his own roentgenograms should never ask for 
them, because he is often misled by the interpre- 


tation of some one who is not familiar with the’ 


true clinical picture of the patient. In other 
words, I wish to emphasize the importance of 
the correlation of all findings in making a diag- 
nosis of empyema of the antrum. 

The final and most conclusive proof of antral 
empyema is by means of the diagnostic puncture. 
This procedure is fraught with some dangers, 
but they are not comparable to the beneficial aid 
which the puncture affords in diagnosis. 

In children, the procedure must usually be 
carried on under general anesthesia, although a 
surprising number of children of varying-ages 
can be prevailed upon to submit to local anes- 
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thesia. (In these instances it is often not o:ly 
“local,” but sometimes “vocal” anesthesia.) The 
youngest patient upon whom I have made a 
diagnostic puncture under cocaine anesthesia \. as 
a colored child, four years of age, suffering 
from a subacute multiple arthritis. The opera- 
tion was performed at the University Dispensary 
after every other possible vestige of focal in- 
fection had been removed, including tonsils and 
adenoids. Both his local and general symptoms 
subsided entirely to antral lavage under local 
anesthesia, and no more radical procedure was 
necessary. 

The ideal and conservative puncture of the 
antrum is made under the inferior turbinate, at 
the junction of the anterior and middle third, 
pointing the needle toward the outer canthus of 
the eye. Too much pressure should not be ex- 
erted and if necessary the mallet is used, because 
then the penetration is sharper and is not so 
likely to permit accidental separation of the mu- 
cosal lining from the antral wall. Separation 
has been reported as the cause of some of the 
dangerous mishaps encountered, such as air em- 
bolism. It is obvious, also, that it would not 
permit the escape of the return flow through the 
normal ostium. 

The return flow following the puncture and 
irrigation of the acute type, or of an acute in- 
fection superimposed upon the chronic or ob- 
scure type of antral empyema, is usually copious 
and presents purulent characteristics. The re- 
turn flow from the obscure type of antral empy- 
ema may contain a mucoid or purulent material 
or may contain only the often reported “shreds.” 
The contents may appear as caseous material, at 
times simulating that of tonsillar crypts. This 
condition tends to liquefy under subsequent treat- 
ments. The bloody, cord-like, tenacious type of 
material is always resistant to treatment. 

“Shreds” have not been given their due con- 
sideration by most rhinologists, simply because 
they are not as macroscopic in character as the 
mucoid or purulent material. Just why they oc- 
cur, it is impossible for me to satisfactorily ex- 
plain, unless they are material from the super- 
ficial layers of the mucosal lining. However, I 
have learned to my own satisfaction that these 
cases must be re-irrigated one to three times, at 
intervals of six to twelve days. During one of 
these subsequent irrigations a large infected clot 
is likely to appear in the return flow, which I 
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am very certain has proved the existence of an 
obscure type of empyema. Time does not per- 
mit me to cite the first case on which these find- 
ings were noted, and how the diagnosis was con- 
firmed by relief of local and general symptoms. 

In closing the subject of antral puncture, per- 
mit me to emphasize the importance of successive 
punctures, especially in the absence of any other 
known focus, remembering that this sinus is very 
prone to spontaneous evacuation. 

We all agree that some form of cannular in- 
strumentation must be used in the treatment of 
the very young. This may be left in situ for a 
few days so that there may be subsequent irri- 
gations following its insertion under general 
anesthesia. Some men attempt window resection 
under the inferior turbinate. I have always en- 
countered very stubborn resistance in the treat- 
ment of sinus involvement of any type in chil- 
dren. All possible chronic head infections must 
be removed. The rhinologist should have the co- 
vperation of the pediatrician in watching and 
maintaining a generally healthy physical condi- 
tion, as this aids in combating the infection. 
Any general symptom complex arising from 


maxillary sinus involvement in children responds 
promptly to the elimination of infection. 

In discussing the treatment of the adult an- 
tral empyema, either acute or obscure, it would 
be well first to consider its prevention. 
rily, of course, this would mean the removal of 
the etiological factors, whether existing within 


Prima- 


the individual or due to external influences. 
These factors have been mentioned and the cause 
and method of their removal are obvious, with 
the possible exception of the acute cold, which 
I consider the most influential and which de- 
serves particular mention. 

Nature, in establishing a rhinorrhea aided by 
the normal physiological action of the ciliated 
nasal mucous membrane, attempts to combat the 
bacterial invasion by forcing it forward. The 
best possible aid to nature in this process is 
shrinking and gently applying suction, instead of 
the use of the old-time nasal spray. It is very 
obvious that this method is of greater aid to na- 
ture, and therefore a greater prevention of any 
sinus involvement, than the use of any watery 
solutions by spray, which are likely to be forced 
into the sinus and afford excellent culture media. 

I sincerely believe that the nasal spray is re- 
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sponsible for the development of empyema in 
chronic form, because if used habitually by the 
rhinologist, he is encouraged by the temporary 
disappearance of symptoms and neglects to 
search for sinus involvement, which is the root 
of the patient’s condition. Every acute 
head cold must be observed with the idea in 
mind that sinus involvement is possible at any 
time during the course of active infection and 
only in this way will we prevent our cases from 
going to chronicity. Do not procrastinate in the 
use of lavage as soon as any fluid is recognized 
in the antrum, as this fluid is an excellent me- 
dium for the growth of bacteria. The sooner 
it is evacuated, the sooner will the mucosal lin- 
ing return to normal, and as a result less per- 
manent damage will be done. 

The intervals of lavage will be regulated by 
the amount and character of the material found 
in the return flow. It is sometimes necessary to 
do this daily. If, after successive lavages, the 
return flow becomes clear, it is always necessary 
to follow, after one to two weeks, with a final 
lavage before you can pronounce the empyema 
completely cured. This is true of either the acute 
or the obscure type. 

It is imperative that the series of lavages be 
made through the same opening, producing as 
little bleeding and traumatism as possible. The 
blood again backs up into the antrum and forms 
a culture medium, thereby protracting the dis- 
ease. 

The obscure type of maxillary impyema is 
sometimes a cause for discouragement, not only 
to the patient, but to the doctor as well. There 
are certain stages in its evolution and progress 
with which the doctor can acquaint himself only 
by experience in the use of this most conserva- 
tive method of treatment. I hesitate to use the 
more radical procedures because they leave the 
mucosal lining of the sinus more directly ex- 
posed to external influences and therefore more 
subject to re-infection. It is easily conceivable 
to me that the ostium of the maxillary sinus is so 
placed because of its greater protection against 
these external influences, making the sinus less 
liable to infection. The conservative method of 
treatment, therefore, leaves a more normal ana- 
tomical sinus. 


CONCLUSIONS 


1. Every rhinologic study should have for a 
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basis the study of the nasal accessory sinuses. 

2. In the diagnosis and treatment of maxil- 
lary sinusitis, a knowledge of the anatomy is of 
utmost importance; the rhinologist must always 
be on the lookout for anomalies. 

3. Certain routine steps should always be 
taken in making a diagnosis of the obscure type 
of maxillary empyema: (1) a detailed rhinoscop- 
ic examination, including anterior study and pos- 
terior study with the aid of the naso-pharyngo- 
scope; (2) transillumination; (3) the skiagram ; 
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and (4) one or more successive diagnostic puic- 
tures. 

4. In the treatment of acute colds, a careful, 
continuous search for sinus involvement is of the 
utmost importance, because it will aid in effect- 
ing a quicker and more satisfactory cure and 
prevent the occurrence of any permanent 
changes. 

5. Cases of antral empyema, all etiological 
factors having been eliminated, will respond to 
proper antral lavage to the extent of a cure. 





WELDONA: A PIECE OF “RHEUMATISM 
CURE” QUACKERY 


In 1922 it was reported that an adult, with marked 
jaundice, was dying after continued use of Weldona 
tablets. At that time an analysis of Weldona had 
shown the presence of sodium salicylate. In 1924 an 
analysis showed the “Weldona Treatment” to consist of 
small, white tablets containing an emodin-bearing ex- 
tract, and large, lavender-coated tablets containing so- 
dium salicylate and an unidentified vegetable extractive. 
In 1925, the Boston Medical and Surgical Journal gave 
some case reports by Dr. Richard C. Cabot in which 
it was stated that a series of cases of acute yellow 
atrophy in patients having taken Weldona had come to 
his notice. In 1925, the Health Bureau of Rochester, 
New York, made some tests of Weldona and reported 
that unidentified alklaoids were found, together with 
salicylates or salicylic acid. In 1926, the A. M. A. 
Chemical Laboratory found the lavender colored tab- 
lets to consist essentially of salicylic acid and acetyl- 
salicylic acid, extractives of an emodin-bearing drug 
with vegetable extractives, ground ginger and cinna- 
mon. The medicinal part of the white tablets was 
found to consist of extract of cascara. Now in 1927, 
advertisements for Weldona are offered newspapers 
and to one such paper the advertising agency han- 
dling the advertising gave the following as ingredients 
of Weldona: Neocinchopen, Extract of Cimicifuga, 
Fluid Extract of Phytolacca, Magnesium Carbonate 
Light and Powdered Extract of Cascara Sagrada. A 
commercial laboratory that analyzed Weldona in Sep- 
tember, 1927, reported that it consisted largely of veg- 
etable matter, with about 5%4 per cent of mineral mat- 
ter. The vegetable matter was apparently phytolacca 
and cascara sagrada, together with acetylsalicylic acid 
(aspirin) and salicylic acid. The laboratory did not 
satisfactorily prove the presence or absence of neo- 
cinchophen, but did report that tests for alkaloids 
showed none present. It seems evident from these 
several analyses that Weldona, like so many other “pat- 
ent medicines,” is a name rather than a thing—while 
the name has remained constant the composition has 
varied. (Jour. A. M. A., October 1, 1927, p. 1167.) 


ASTHMA-SERA 


This is another iodide-containing asthma and hay- 
fever nostrum. The statement “Asthma-Sera Ends 
Asthma and Hay Fever Forever” appears on the sta- 
tionery sent out by the R. M. B. Laboratories, Seattle, 
Washington. It does not appear on the trade packages, 
which are subject to the control of the federal author- 
ities which enforce the Federal Food and Drugs Act. 
Four bottles of Asthma-Sera “is considered a full 
treatment” price $10.50. However, the purchaser of 
four bottles is told that, if any symptoms of asthma 
remain when the first half of the fourth bottle is fin- 
ished, he “should order two more bottles of Asthma- 
Sera immediately.” The A. M. A. Chemical Laboratory 
analyzed Asthma-Sera and reports that it is essentially 
a solution containing 8.8 per cent strontium iodide, 
0.43 per cent sodium iodide, and an emodin-bearing 
(laxative) drug. That iodides will be effective in 
certain forms of asthma is well known to every physi- 
cian. Strontium iodide has no advantage over sodium 
or potassium iodide. (Jour. A. M. A., February 11, 
1928, p. 480.) 





“COLLOIDAL GOLD” 

“Colloidal Gold” was developed by Professor Louis 
Kahlenberg and Dr. Edward H. Ochsner. It is claimed 
that the remedy has proved far superior to the roent- 
gen ray and radium in the treatment of inoperable 
cases of cancer and also as a postoperative treatment. 
The Council on Pharmacy and Chemistry examined the 
evidence and reported in 1925 that there was no reason 
for believing that “Colloidal Gold” offers anything more 
in the treatment of carcinoma than do the other col- 
loidal preparations that have preceded it. From the 
circular matter that is sent out for Collodaurum by the 
Kahlenberg Laboratories, Inc. (Successor to the Kahl- 
enberg-Klaus Co.), it appears that this is essentially the 
same as the product formerly marketed as “Colloidal 
Gold.” Further observations on the use of “Colloidal 
Gold” which have been published do not seem to per- 
mit a revision of the Council’s estimate of the product. 
On the contrary, the new reports strengthen the Coun- 
cil’s decision. (Jour. A. M. A., February 18, 1928, 
p. 564.) 





EARLY DIAGNOSIS OF INTUSSUSCEPTION IN CHILDREN* 


W. Ray SHannon, M.D. 
Saint Paul 


NTUSSUSCEPTION constitutes one of the 

major emergencies of pediatric practice. Suc- 
cessful treatment is dependent more upon an 
early diagnosis than upon any other factor pro- 
vided reasonably skillful surgery is employed. 
Usually the early diagnosis is in the hands of the 
pediatrician or the general practitioner. The 
diagnostic phase of the subject being largely 
pediatric it is the purpose of this paper to deal 
principally with the early diagnosis of intussus- 
ception in children. 

Intussusception is an invagination of the bowel 
into itself. It consists of two portions, that por- 
tion of the bowel which is intussuscepted, the 
so-called intussusceptum, and that portion of the 
bowel into which the intussusception occurs, the 
so-called intussuscipiens. Intussusception almost 
universally takes place in a downward direction. 
Strangulation of the intussusceptum rapidly oc- 
curs, with interference with the blood supply and 
thrombosis of the blood vessels. This leads 
rapidly to gangrene, a condition which is highly 
fatal in tiny babies. The intussusception may 
occur in the small bowel, in the large bowel or 
at the ileo-cecal valve. It is therefore called 
enteric, colic or entero-colic, depending upon its 
location. Ileo-colic or entero-colic intussuscep- 
tion is by far the most common type. The 
mechanism by which this intussusception occurs 
may be mechanical, caused by a polyp, etc., with- 
in the lumen of the bowel, or dynamic, the 
mechanism of bowel motility being at fault. 
While the disease may occur at any age, it is 
almost exclusively a disease of early life and 
most common under one year. 

Intussusception in its typical form presents a 
very striking picture, one which should never be 
confused provided the condition is kept in mind. 
The classical case is that of an infant, apparently 
well, becoming suddenly ill with what is appar- 
ently a severe abdominal pain. This pain is so 
severe that the infant screams and oftentimes 
becomes pale and covered with a cold perspira- 
tion. Frequently with this sudden onset, the in- 


*Read before the annual meeting of the Southern Minnesota 
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fant vomits once or several times, although vom- 
iting may not occur. The temperature is typical- 
ly absent or may be subnormal. In the beginning 
the pain is apt to be continuous over quite a 
period of time but eventually it comes to assume 
a cramp-like character, coming and going at vari- 
able intervals. During the intervals between the 
pain the infant may be quite comfortable and 
may even play and smile. The cramps, however, 
are very severe when they come and every kind 
of severe distress is registered in the patient. 
Following the onset there is usually at least one 
normal bowel movement due to the emptying of 
the intestinal tract below the point of intussus- 
ception. This is eventually followed by the ap- 
pearance of blood in the stools. At first this may 
be mixed with ordinary feces but eventually the 
normal bowel content will entirely disappear and 
be characteristically replaced by a mass of bloody 
mucous. The jelly-like mass of blood-stained 
mucous is rather more typical although clots of 
varying size and fluid blood even in large 
amounts may be present. Examination of the 
abdomen during the period of pain will frequent- 
ly be very unsatisfactory. However, in the in- 
terval between the attacks, a satisfactory exam- 
ination can usually be made. At this time tender- 
ness is not a common feature. In a large pro- 
portion of cases a mass can be felt. The location 
of this mass depends on the location and site of 
the intussusception. If the intussusception is 
enteric the mass may be located about the navel. 
In the ileo-colic form, which is by far the most 
common, the location of the mass will depend 
upon the extent of the intussusception. In early 
intussusception the mass will be felt in the re- 
gion of the cecum and ascending colon. As the 
intussusception travels farther within the large 
bowel, the mass may be felt at the hepatic flex- 
ure or across the upper portion of the abdomen, 
at the splenic flexure or extending downwards 
along the descending colon. Thus develops the 
so-called sausage shaped tumor which is charac- 
teristic in advanced cases. This tumor mass is 
oftentimes merely perceived as a sense of in- 
creased resistance. It is relatively soft and has 
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a doughy consistence. Distention is character- 
istically not present early in the intussusception, 
but comes on later as in any type of obstruction. 
A leukocytosis appears rather early and may be 
quite high. This may be confusing in cases in 
which some inflammatory condition is suspected. 

The progress in cases of intussusception is 
universally downward unless relief be obtained. 
The condition is fatal. Relief may be spontane- 
ous, the intussusception reducing itself without 
any interference. In cases in which nothing is 
done, a sloughing of the intussuscepted portion 
of the bowel with ultimate recovery has rarely 
occurred. However, neither of these termina- 
tions can be anticipated and early operative inter- 
ference is essential for a happy outcome. It is 
true, however, that cases vary in their acuteness. 
One may reach a fatal state of strangulation 
within a few hours, whereas another may not be 
so serious even after a long period of time has 
elapsed. 

DIAGNOSIS 


"Phe diagnosis of intussusception should not 
be difficult in typical cases. The history of such 


severe onset accompanied by more or less shock, 
without temperature, should always make one 
suspicious. The spasmodic character of the pain 
after the initial distress is characteristic. If this 
is followed by a normal bowel movement follow- 
ing which blood appears in the stools the diag- 
nosis can be made almost with certainty. The 
finding of a mass on palpation of the abdomen 
will make the diagnosis beyond question. In 
cases in which there is any doubt, the use of a 
barium enema may be very helpful in those in- 
tussusceptions affecting the large bowel. In en- 
teric’ intussusceptions this is of no value. Oc- 
casionally the #-ray or fluoroscope may permit 
the outline of the obstruction without the use of 
an opaque enema. This is more likely in cases 
in which distention of the bowel proximal to the 
intussusception has already occurred. In less 
typical cases the diagnosis may not be so simple. 
Since our interest centers about the diagnosis of 
the intussusception I wish to present my case 
reports in this connection and bring them into 
the discussion. 

Case 1. A baby boy, fifteen months of age, was seen 
in consultation with Dr. Ryan, who had seen the pa- 
tient after another physician had been in attendance 
four days. -There had been a typical onset with sudden, 
severe pain in the abdomen accompanied by vomiting, 
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following which blood appeared in the stools. \\hen 
the first physician was called, he found a mass pro!rud- 
ing from the rectum which he presumed was a pro- 
lapsed rectum and replaced. This procedure was re- 
peated three times before Dr. Ryan saw the case. 
When I saw the case the patient was in extremis. The 
abdomen was distended with gas and fluid. There was 
a mass felt extending from the splenic flexure down 
into the pelvis, which mass presented just within the 
anus. Diagnosis of intussusception was made and op- 
eration immediately performed. At operation an ad- 
vanced type of ileo-colic intussusception was found 
where the intussusception had progressed downward 
through the large bowel throughout its entire extent 
and protruded from the anus. Reduction was impos- 
sible and resection was followed by death shortly 
after the operation. 

This case was rather typical of the neglected 
type of intussusception. The protrusion of the 
telescoped bowel from the rectum, in other words 
the extent of the invagination, was not so much 
a determining factor in the prognosis as the 
duration of the disease and consequent condition 
of the bowel. Reduction is sometimes possible 
even in those cases where the intussusception has 
progressed this far and recovery may occur pro- 
vided the viability of the intussuscepted bowel is 
still good. 


Case 2. This baby boy, eight months old, had always 
been well. One morning he began vomiting and vom- 
ited several times. He had no temperature but vomited 
more or less continually throughout the day until three 
o’clock in the afternoon. He had no large amount of 
distress at any time. I saw the patient shortly after 
eight o’clock because he had passed rather a large 
amount of blood in the stool. The mother stated that 
she thought the baby might have swallowed a pin about 
four days previously and that the blood might have 
been caused by the pin. At the time I saw the patient, 
he was happy and sitting up in bed playing. He had 
eaten and retained his regular 6 o’clock feeding. Ex- 
amination was entirely negative. There was no ab- 
normal abdominal distention and no mass. However, 
I did think I sensed an increased resistance in the 
lower abdomen. In view of the perfect comfort of 
the patient, the lack of any very definite symptoms of 
onset, outside of the vomiting, and the wholly negative 
physical findings, it seemed advisable to wait. The 
mother was told to give an enema and to report if 
any blood returned. This was done about 10 o’clock 
and a large amount of blood was returned. The pa- 
tient was at once taken to the hospital with a diagnosis 
of probable intussusception and possible involvement of 
Meckel’s diverticulum, duodenal ulcer or other unusual 
bowel condition. The patient was having some dis- 
tress at times after arriving at the hospital although 
at no time was it extreme. A surgeon was called and 
after some debate it was decided to operate at once. 
X-ray had shown no evidence of any pin in the ab- 
domen. This was done about midnight. An intussus- 
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ception, ileo-colic in type, was found extending about 
three inches into the ascending colon. This was re- 
duced without difficulty, no resection being necessary. 
The patient left the operating room in good condition 
but died in the morning, the result of aspiration of 
gastric contents which had occured during a very poor- 
ly administered anesthetic. 

This patient is extremely interesting because 
of the very atypical history and the total lack 
of physical findings, in fact an almost complete 
absence of the picture of intussusception except 
for the presence of blood in the stools. There 
had been distress of an indefinite nature in the 
early portion of the attack. This, however, the 
mother had interpreted as being due to the vom- 
iting and not to any severe intestinal disturbance. 
It was not until the occurrence of blood in the 
stool that she had any idea that a serious illness 
might be present. Even the vomiting had ceased 
five hours previously and the patient had taken 
and retained his ordinary evening bottle. In this 
case, Meckel’s diverticulum, duodenal ulcer, 
polyp of the bowel or a largely hypothetical con- 
dition of hemangioma of the intestinal wall could 
not be differentiated except by operation. With 
either Meckel’s diverticulum or intussusception 
operation was advisable and indeed imperative. 
Therefore, operation was decided upon and justi- 
fied. A side lesson to be learned in this case is 
the necessity for a competent anesthetist and 
the danger of operating small infants without 
washing the stomach first. 

Case 3. A baby girl, nine months of age, who had 
been previously well, awakened suddenly at five o’clock 
in the morning and screamed with pain. The patient 
did not vomit but continued to have crampy pains in 
the abdomen which came at rather frequent intervals. 
The mother gave an enema and a good bowel move- 
ment was obtained. Later castoria was given, which 
the baby vomited, following which she seemed to be 
much more comfortable. The pains were quite severe 
at first and the patient seemed to be somewhat pros- 
trated. I was called at 11:30 on the phone and told 
the mother to give an enema and that I should see 
the patient shortly. I saw the patient at 1 o'clock, at 
which time the enema had just been completed and a 
small amount of bloody mucus returned in the stool. 
The patient was lying on the bed apparently quite com- 
fortable, had a normal temperature, was not crying 
and apparently in no distress. Her color was perhaps 
slightly pale but. not markedly so. On palpation of the 
abdomen a mass of doughy consistence was felt in the 
upper right quadrant of the abdomen. A diagnosis of 
intussusception was made and the patient taken at once 
to the hospital. The surgeon met the patient there and 
at this time there was no mass to be felt. The patient 
had revived considerably on the way to the hospital 
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and was smiling and happy and of good color. Op- 
peration was insisted upon, however, in spite of the 
fact that no mass was palpable at this time and the 
patient seemed so well. At operation the lower end 
of the ileum, the appendix, cecum and lower portion 
of the ascending colon were found inflamed and ede- 
matous. There was remaining a small button on the 


‘cecum which was still inverted and which was evag- 


inated only with considerable difficulty. Because of 
the appearance of the appendix it was removed and the 
patient made an uneventful recovery. 


This case is interesting because rather a typical 
onset occurred as far as pain was concerned. 
However, the patient vomited only once and that 
was supposed to be due to the administration of 
a cathartic. The patient had apparently returned 
almost to normal before I was called. Neverthe- 
less at the time of the examination a definite 
intussusception was present with the mass at the 
hepatic flexure. By the time operation was per- 
formed practically complete reduction had taken 
place. However, there remained one small invag- 
inated area which, while it would not have pro- 
duced obstruction, might very well have become 
gangrenous. Furthermore, it might have acted 
as a starting point for a return of the intussus- 
ception. The appendix also was in such condi- 


tion that thrombosis of the blood vessels might 
have resulted in a possibly gangrenous lesion. 
Therefore, we feel that operation was justified 
even though the intussusception had largely re- 
duced itself. 


Case 4. A boy, two years and five months old, who 
had been previously well, awakened early in the morn- 


ing feeling quite ill. He tried to vomit on several oc- 
casions but was unsuccessful. He was very restless 
and the mother suspected that he had pain in the 
abdomen. She was not sure about this point, however. 
He was quite pale and extremely restless. He seemed 
to be in a sort of shock, there being complete relaxa- 
tion of all his musculature. He had had one bowel 
movement which was normal. Temperature by rectum 
was 98. The physical examination was essentially neg- 
ative except for a mass in the lower right quadrant of 
the abdomen. This was doughy in consistency. A 
diagnosis of intussusception was made and an enema 
given while preparing to go to the hospital. Blood 
was returned in the enema. In the hospital no mass 
could be felt in the abdomen and the patient seemed 
much improved. The surgeon was unable to substan- 
tiate the diagnosis of intussusception at this time. but 
under pressure consented to operate on my diagnosis. 
At operation the intussusception was found to have 
been reduced. It is possible that complete reduction 
occurred during the act of delivering the intestine into 
the wound, it having been necessary to exert tension 
on the lower end of the ileum in exposing the bowel. 
However, the lower end of the ileum, cecum, appen- 
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dix and the lower end of ascending colon were all 
edematous and inflamed, showing that an intussuscep- 
tion had been present. Operation was followed by an 
uncomplicated recovery. 

In this case there had not been extreme symp- 
toms of pain. While the patient had been 
nauseated there had been no vomiting. The 
symptoms were decidedly less acute than one 
would expect from the picture of intussusception 
generally described. However, the presence of 
the mass in the abdomen and the blood in the 
stool, together with the evident shock in the pa- 
tient, were sufficient to make a diagnosis. At 
operation there was apparently complete reduc- 
tion of the intussusception. However, even 
though this had occurred, we feel perfectly justi- 
fied in having performed the operation since by 
previous experience we know that intussuscep- 
tion may be present in the absence of pain and in 
the absence of any palpable mass. Once the di- 
agnosis of intussusception had been made, opera- 
tion we felt was imperative even though we rec- 
ognized that reduction might have taken place. 

Case 5. A girl, aged 7, had been: complaining oc- 
casionally of pain in the abdomen for a month or so. 
On the day of observation she had been taken suddenly 
sick at the end of the school period in the afternoon 
with pain in the abdomen, so severe that she could 
hardly get hime. She did not vomit but continued to 
have very severe pain in the abdomen, more marked in 
the lower right quadrant, which was constant but more 
severe by spells. When I saw her at 5 o’clock, about 
an hour and a half after the onset, the patient was 
pale, temperature was subnormal, pulse rather rapid. 
Physical examination, except for the abdomen, was 
negative. Here in the lower right quadrant she was 
moderately rigid and excruciatingly tender, it being 
impossible to exert any pressure at all over the ap- 
pendiceal region. A tentative diagnosis of a very acute 
appendicitis was made and the patient sent to the hos- 
pital. A sample of urine was normal, the blood count 
was 19,600. Immediate operation was advised and 
operation was performed at 7 o’clock in the evening. 
At operation, instead of an acute appendicitis, an in- 
tussusception of about three inches of the ileum into 
the cecum was found. This was reduced with con- 
siderable difficulty and the appendix was removed. Re- 
covery was uneventful. 

In this case a diagnosis of intussusception was 
not made before operation. Because of the 
cramp-like character of the pain at the onset it 
was considered, only to be disregarded in view of 
the age of the patient and the history of in- 
definite abdominal pain for a period of a month 
or so previous to the attack. The fact that no 
temperature was present was perhaps unusual 
but possible in acute appendicitis. However, 
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the leukocyte count of 19,600 so promptly after 
the onset made us confident that an acute ap- 
pendix was present. The absence of nausea 
and vomiting was a feature in this case. No 
blood was present in the stools at this early 
stage. It is quite probable that had an enema 
been given blood might have been found. 
The particularly interesting feature of this 
case is the fact that the patient was seven 
years old. Intussusception is nowhere near so 
common in patients of this age. It was probably 
the most important individual factor which led 
us to rule out an intussusception as a cause of 
the difficulty. The tenderness was apparently 
constant. It was very extreme and, because of 
it, examination for a mass could not be made. 
This extreme tenderness, being constant as it 
was, spoke rather against intussusception and in 
favor of an acute appendix. 

Intussusception of the small intestine may oc- 
cur. A certain number of such cases have their 
etiology in a persistent Meckel’s diverticulum. 
The symptoms in these cases may be very con- 
fusing as shown by the following case. 

Case 6. A baby girl, four and a half months old, 
was a perfectly well breast fed baby until about two 
weeks previous to the present complaint, since which 
time she had been rather fussy and apparently hungry. 
Three days previous to the present attack I had pre- 
scribed a formula of two-thirds milk, one-third water, 
plus six per cent sugar, one or two ounces after each 
feeding. On the evening after the artificial feedings 
were started the mother noticed that the patient seemed 
rather pale, but her condition otherwise failed to at- 
tract attention. About 3 o’clock the next morning, the 
patient awakened out of a sound sleep vomiting and 
crying as though in some pain. She vomited there- 
after every fifteen minutes for several hours. I saw 
her about 9 o’clock and she seemed quite comfortable, 
had no temperature but gagged considerably. She had 
had a bowel movement which was green, curdy and 
somewhat slimy. The throat was quite definitely in- 
flamed and the condition seemed to be an upper respir- 
atory infection with gastro-intestinal manifestations. 
By evening she had developed a slight temperature 
and had continued to vomit from time to time through- 
out the day. At times she seemed to be in mild dis- 
tress as though she had pains in the abdomen. That 
night the patient passed a fairly comfortable night al- 
though she did gag occasionally and vomited slightly. 
She did retain, however, some milk and water mixture. 
During the night the temperature rose to 101.5°. The 
next morning at 9:30 she was quite comfortable, even 
smiling at her attendants. Her temperature was 
slightly elevated and color excellent. The throat was 
rather acutely congested at this time and the abdomen 
slightly distended with gas but definitely not tender. 
At no time while I saw her did she cry as though in 
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pain. I left instructions for the nurse to give an 
enema for the relief of the gas. When the enema re- 
turned there was a moderate quantity of blood and 
bloody mucus mixed with the stool. The patient was 
immediately hurried to the hospital, where a barium 
enema was given to rule out a possible intussusception. 
The colon filled completely to the cecum without any 
obstruction. Due to the very mild symptoms I felt 
that intussusception of the small intestine could be 
ruled out. The patient was kept in the hospital 
throughout the day, during which time she rested well 
although she did not take much fluid or food by 
I saw her at 5:30 p. m. She was lying awake 
and had been talking to herself and playing with her 
hands during the past hour, according to the mother’s 
testimony. I did not, however, examine the patient at 
this time as she seemed perfectly comfortable and I 
expected to see her later in the evening. By 8 o'clock 
there had been a tremendous change in the patient’s 
condition. She had been vomiting severely and a tan- 
nic acid enema had returned a small amount of bloody 
mucus with the stool. The abdomen was extremely 
distended and the patient was very uncomfortable, cry- 
ing and grunting persistently. She was gagging and 
coughing when unable to throw up. Temperature was 
103.5°. Consultation was immediately called and the 
patient seen by Dr. Schlutz at 9:30 p. m. At this time 
no mass could be felt in the abdomen. Rectal exam- 
ination was negative. The possibility of an acute ab- 
dominal surgical condition was considered but the oc- 
currence of an acute overwhelming generalized infec- 
tion seemed most probable. It was, therefore, decided 
to try general measures for a while and if this did not 
succeed to have the abdomen opened. Various means 
were used to reduce the distention and to force fluids 
into the patient but when no improvement had occurred 
by midnight, operation was performed. At this time 
before operation a mass could be felt per rectum in the 
lower abdomen, and a diagnosis of intussusception was 
made. This at operation was found to be the case. 
About 10 inches of the lower ileum was intussuscepted 
on itself, the head of the intussusception not reaching 
the ileo-cecal valve. Reduction being impossible, re- 
section was performed and the patient died within a 
period of eight hours. In opening the intussuscepted 
bowel an inverted Meckel’s diverticulum was found 
which formed the apex of the intussusception. 


mouth. 


This case was extremely confusing because the 
symptoms of onset were in no way different from 
those occurring in a widespread epidemic of a 
mild gastro-intestinal disturbance accompanied 
by an upper respiratory infection which was 


prevalent at the time. The appearance of blood 
in the stool was, at first, an alarming symptom. 
However, when an enema was shown to pass 
completely up the large intestine to the cecum, it 
was felt that intussusception was ruled out. The 
symptoms were too mild, it seemed, to warrant 
operative procedure for a possible intussuscep- 
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tion of the upper bowel. The possibility of the 
blood coming from the lower intestinal tract was 
reasonable in view of the fact that several such 
cases had been seen in the epidemic already men- 
tioned. Meckel’s diverticulum as a cause of the 
hemorrhage was not considered. The acute de- 
velopments occurring on the evening before the 
child’s death were hard to explain but it was dif- 
ficult to decide on immediate operation in the 
face of what we thought was probably an over- 
whelming infection. In retrospect, the initial 
symptoms up to this time must have been due to 
a Meckel’s diverticulitis, the acute picture devel- 
oping with the onset of the intussusception re- 
sulting therefrom. 

Case No. 7. On the morning of May 5, 1927, the 
patient, a baby boy of eight months, was sitting on the 
floor when the mother noticed that he became some- 
what fussy. He did not cry out, whimpered a little 
and apparently was somewhat disturbed. There was 
no vomiting. He was bearing down and from that the 
mother thought that he had had a bowel movement. 
When she picked him up to change him she found a 
mass protruding from the rectum about the size of a 
small fist. She called me immediately and I saw the 
patient within a half hour of the onset. At this time 
the physical examination was entirely negative except 
for a mass almost black in color protruding from the 
rectum about two inches. This was just beginning 
to exude a quantity of bloody mucus. No ulcerative 
areas were present and the bleeding seemed to be an 
exudation of blood over the entire surface. The pa- 
tient was not very uncomfortable, was not crying, but 
was making some effort as though he were at stool. 
On examining the mass it appeared like a presenting 
end of an intussusception. The anal sphincter was 
well dilated and not at all clamped down on the mass. 
It was possible to pass the examining finger all around 
the mass between the sphincter and the protrusion. 
On passing the finger upward along the side of the 
protrusion it was not possible to feel the vault of this 
space. The mass was replaced without difficulty and 
pushed up as far as the finger would reach. After 
several minutes it was possible to place a roller band- 
age between the buttocks and to strap it with adhesive, 
thus preventing further protrusion. A diagnosis of in- 
tussusception of the lower bowel was made and the 
patient was hurried to the hospital. Here rectal ex- 
amination revealed nothing. The mass had apparently 
disappeared or passed up beyond the reach of the finger. 
A barium enema was given and this showed the in- 
tussusception to have been reduced, the barium pass- 
ing without obstruction to the cecum. There was, 
however, a redundant sigmoid which lay on the right 
side of the pelvis and which may have been a factor 
in the production of the intussusception. Some anxiety 
was entertained over the possibility of some permanent 
injury having been done to the intussuscepted bowel. 
It was impossible, of course, to observe the condition 
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of the bowel after the reduction. However, recovery 
was uneventful, the patient being entirely well as soon 
as the condition had been reduced. 


This illustrates the comparative mildness of 
the symptoms when the intussusception is low 
down. There was no distress except the desire 
to defecate. This was rather marked, as is usual 
in intussusception involving the lower portion of 
the bowel. 

The cardinal points of early intussusception 
are: (1) pain—sudden and severe, first constant, 
later intermittent; (2) early nausea and vom- 
iting (in 166 cases out of 170, according to 
Hess); (3) prostration, sudden and out of pro- 
portion to other symptoms; (4) tumor, the most 
important sign (Hess), present in over one-half 
the cases; (5) stools which contain blood in 
varying amounts after one or more normal evac- 
uations; (6) temperature which is typically ab- 
sent or sub-normal in early stages. These points 
paint a picture of violence, which picture is per- 
haps too widely prevalent. While the majority 
of cases probably do conform to type in this 
respect, generalizations are of no value when we 
are confronted by an individual case. In such 


instance an intimate knowledge of the variation 
from the average is much more valuable than a 
generalized acquaintance with the usual picture 
and it is for the purpose of emphasizing certain 
unusual phases that this small series of cases is 
presented. All of the cardinal points have been 


violated in one or more instances. Pain was ab- 
sent in Case 2. In Case 4 it was not sufficiently 
acute for the mother to understand that the pa- 
tient had stomachache. In Case 3 no pain oc- 
curred from the time I saw the patient until the 
operation. Vomiting was absent in Cases 4, 5, 
and 7, and in Case 3 the vomiting occurred only 
on giving a cathartic and might thus have been 
considered accidental. Shock was absent in 
Cases 2 and 7 and had practically disappeared in 
Case 3 by the time a physician was called. Tu- 
mor was definitely absent in Case 2 and was not 
present until just before operation in Case 6. 
Of all the cardinal points blood in the stool was 
the most constant finding, it being present in all 
cases but the fifth and here time was not taken to 
find out if it was present. In our opinion, this is 
the most important individual symptom and fre- 
quently is the fulcrum upon which the diagnosis 
swings. Had we seen blood in the stool in Case 
5 the correct diagnosis would have been made. 
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Many conditions besides intussusception give 1 ise 
to blood in the stool. A proper appraisal of the 
case from all angles will usually permit a c.n- 
clusive opinion. 

Concerning the treatment of intussusception 
there can be no question but that it is surgical. 
Once the diagnosis is established, surgery is in:i- 
cated at the soonest possible moment. The only 
exception might be a case such as Case 7, in 
which the intussusception was low down and it 
could be definitely demonstrated to have been 
completely reduced. With the ordinary ileo- 
cecal type of intussusception it is quite impossi- 
ble from the clinical symptoms or x-ray study to 
be sure that reduction is complete. In illustra- 
tion of this point let me refer to Case 3, in which 
reduction was not complete although the lumen 
of the bowel was not occluded. An #-ray would 
have been of no value whatsoever. A further 
reason for the necessity of operation would be 
the possible condition of the appendix. One is 
never able to tell whether or not involvement of 
the appendix has been sufficiently great to cause 
an interference with the blood supply and later 
gangrene of the appendix. Factors which deter- 
mine the advisability of appendectomy will be 
entirely within the judgment of the operator at 
the time. We one time saw a case of gangrenous 
appendicitis in a one month old infant in which it 
seemed that the gangrene was a result of an 
incarceration of the appendix within an intus- 
susception, the intussusception having reduced 
itself. 

In conclusion let me emphasize the necessity 
for always keeping the condition of intussuscep- 
tion in mind. If this is done, the failures in 
making an early diagnosis will be few and far 
between. I wish especially to call attention to 
the fact that the picture may not be violent. In 
fact the symptoms may be so mild as to suggest 
merely a mild gastro-intestinal upset. In these 
cases, blood in the stool especially will be of 
great importance in making the diagnosis. It 
will always serve to bring the condition to mind 
at least and the employment of finer methods of 
diagnosis will usually lead to a definite opinion. 
Once the diagnosis of intussusception is surely 
made, immediate operation is demanded regard- 
less of whether the symptoms have abated or not. 
The only possible exception would be an in- 
volvement frankly in the lower bowel when +#-ray 
studies could reliably indicate reduction. 





CONGENITAL PYLORIC STENOSIS* 


R. N. Anprews, M.D. 
Mankato, Minnesota 


NE sees many babies during the first few 

months of life that vomit; sometimes at 
every feeding and sometimes at alternate feed- 
ings. The vomiting is alarming because it inter- 
feres with the baby’s weight. We always won- 
der in these cases whether we have a true con- 
genital pyloric stenosis or simply a pyloric spasm. 
I have had cases recently with as much as 50 
per cent retention of barium. In a week or ten 
days they would have no retention, and the vom- 
iting would stop. This was due to the atropin 
and the cream of wheat diet. In other words, 
these were not cases of pyloric stenosis, but of 
pyloric spasm. 

We used to feel we did not have a pyloric 
spasm as such, but that all cases were pyloric 
stenosis to a varying degree. We now do not 
believe this is true; in fact, we feel that pyloric 
spasm and pyloric stenosis are two entirely dif- 
ferent cases. In the true stenosis cases, it is the 
circular muscle fibers that are involved; they 
become thickened to a considerable degree. The 
etiology is a conjecture; it is. found more fre- 
quently in males than in females and has been 
recognized in fetal life as early as the seventh 
month. This is not in conformity with the idea 
that the stenosis is not present at birth but devel- 
ops during the first few weeks of life. We have 
operated cases as early as the sixth day, and 
found definite pyloric tumors which could not 
possibly have developed during that time. 

The symptoms are quite characteristic; they 
may be present at birth and become aggravated 
as days go on. The stomach is uniformly di- 
lated; vomiting is persistent. Any patient who 
vomits for a few days, intermits for some time 
and then begins again, is not a true case of py- 
loric stenosis. It is true that a baby may retain 
two or three feedings and then vomit the ac- 
cumulation of those feedings, but the vomiting 
in stenosis is daily. Characteristic peristaltic 
waves on the abdomen are seen following feed- 
ings, travelling from the region of the pyloric 


*Read before the annual meeting of the Southern Minnesota 
Medical Association, Austin, Minn., Oct. 1, 1927. 
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end of the stomach to the cardia; reverse waves, 
entirely different from normal waves which run 
from the region of the cardia towards the py- 
lorus. 

Constipation is always present because the 
food does not pass into the bowel. Loss of 
weight, from 15 to 25 per cent within the first 
ten days, is characteristic, because most of the 
food is retained in the stomach and considerable 
of it is expelled by the vomiting. 

Some authors believe that you should be able 
to palpate a tumor in most of the cases. We 
have not been so fortunate and I must confess 
that I have missed many tumors in babies that 
have proven to be definite stenosis cases. If the 
stomach emptied completely, it would be much 
easier to palpate the tumor, but in these cases 
there is considerable distention and bloating in 
the upper part of the abdomen. 


The x-ray is always significant and very re- 
liable. Any case with over 50 per cent retention 
of barium after six hours should be considered 


an operative case. In fact, authors disagree 
very much on this, saying that cases should be 
operated with very much less retention, so per- 
haps no rule ought to be given, but every indi- 
vidual case should be decided on according to the 
condition of the baby. ' 

In the last few years the Mankato Clinic has 
had some very interesting cases that have been 
operated, and I will briefly reiterate a few of 
them. 

Donna H., one month old, was seen in consultation. 
The parents thought the baby would not live until they 
could bring it to Mankato. It was very emaciated, 
had been vomiting more or less since birth, and had 
the appearance of a baby acutely sick. It was brought 
in and given 300 c.c. of normal saline intraperitoneally ; 
glucose solution was given by mouth, and a buttersoup 
formula, besides cream of wheat and atropin. The 
same day 60 c.c. of whole blood was given intraperi- 
toreally. The next day a half pint of saline was 
given intraperitoneally and in the afternoon of the 
same day the baby was operated upon. A typical py- 
loric tumor about half an inch in diameter was found. 
The usual operation was performed and the baby made 
an uneventful recovery. 

Baby L., a seven months premature, did not retain 
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any food to speak of from birth on, and at the end of 
five days an operation was decided upon. A condition 
of congenital pyloric stenosis was found and the baby 
made an uneventful recovery. 

You may feel that I am reporting only the fa- 
vorable cases. I am very pleased to say that so 
far we have not lost any cases of pyloric stenosis 
that have been operated upon. 

Baby H. was a normal delivery, weighing 3,150 gms. 
In nine days the weight had dropped to 2,545 gms. It 
had been vomiting since birth and an operation was 
decided necessary. The usual operation was done, with 
the usual findings, and the baby made a nice recovery. 

Baby Anderson, one month old, was not such a 
marked case of stenosis. The vomiting came on more 
gradually. There was a 40 per cent retention of the 
barium after seven hours. The baby’s condition was 
quite satisfactory, but it did not improve and con- 
tinued to vomit in spite of treatment. There had been 
very little vomiting until the baby was nearly a month 
old. At operation a small opening was made into the 
lumen of the pyloris, so it was necessary to put in a 
stitch and also to attach the omentum over the py- 
lorus. The baby got along nicely except for some 
distention from gas and care had to be taken in the 
feeding. 

Baby Elaine was seen when only one month old. 
The symptoms were typical of pyloric stenosis. The 
baby weighed eight pounds when born, and when seen, 
at 11 months, weighed nine and a half pounds. A 
very marked pyloric tumor was felt and the child did 
very well after operation. The baby was operated 
July 1, 1926, and on August 12th the mother wrote 
that the child was getting along nicely, had gained a 
pound and a half in a month and had kept all her 
food down. She was learning to walk and had several 
teeth. 

Baby B., weighed seven and a half pounds at birth, 
and when eight weeks old only 7 pounds 12.5 
ounces. Was first seen June 9, 1926 ; the general con- 
dition was good, although it was very constipated and 
vomited considerably. After the baby was ten days 
old it started vomiting some after every meal. There 
was 50 per cent retention of barium in the stomach. 
Atropin and a cereal diet resulted in some improve- 
ment, so that on the fourteenth of June the baby 
weighed 8 pounds 6.5 ounces, and the vomiting was 
considerably less. On the twenty-fifth day of June 
the baby weighed 9 pounds 7 ounces, but there was a 
great deal of bloating; in fact this bloating had been 
present all the time, but not to such a degree. The 
baby cried a good deal. Operation was advised and 
was performed on the twenty-sixth day of June. A 
definite tumor was found and, upon incising, the gas 
passed into the duodenum very readily. The bowels 
were so much distended that the operation was diffi- 
cult. The baby did not do well following the opera- 
tion, but continued to vomit, even water. This vomit- 
ing increased and two days following operation lavage 


[April, 1928} 


of the stomach was instituted twice a day. The bioat- 
ing remained excessive and there was no bowel move- 
ment for four days following the operation. At this 
time the baby was in a very serious condition. A 
diagnosis of intestinal obstruction was made and an 
ileostomy was done. On the following day the baby 
was cyanotic, cold, clammy and pulseless, with Cheyne- 
Stokes respiration, and we considered death imminent, 
The ileostomy drained well but the baby continued to 
vomit. The next day the baby showed some improve- 
ment, retained some of its food, the bowels started 
to act normally and in every way she was better. The 
ileostomy tube drained so well that the child did not 
seem to get enough nourishment from the food. The 
tube came out on the fourth day and the wound was 
strapped. The baby immediately became more con- 
tented and. derived some benefit from the food. The 
ileostomy opening healed in a few weeks. On the 
tenth of July the baby weighed 9.5 pounds, was taking 
4 to 6 ounces at a feeding, besides Cream of Wheat, 
was having normal stools, slept well, and was in good 
condition. 

Five of these cases were the first child born to 
the mother. 

A number of years ago, Doctor Sedgwick in- 
stituted lavage and gavage treatment in place of 


operation. The stomach was washed imme- 


diately before feeding and at the same time food 
was administered through the catheter. He 


seemed to get good results from this. Since that 
time we have been gradually getting away from 
that line of treatment, and have been using, rou- 
tinely, atropin with cereal before a feeding. 

The operative treatment, however, is the most 
satisfactory treatment because it brings imme- 
diate results and the mortality is practically nil. 
In fact, many authors believe that, when once a 
diagnosis of pyloric stenosis is made, the indica- 
tion for operation is there. Unless a baby is in 
poor condition, there is no harm in using atropin 
and cereal, but if improvement is not immediate, 
operation should be considered and probably un- 
dertaken. 

The Ramstad operation is the one of choice. 
A longitudinal incision severs the circular muscle 
fibers the whole length of the pylorus, preserving 
the mucous membrane in its entirety. No su- 
tures are taken. Really a hernia at this point is 
produced with a protrusion of the mucous mem- 
branes. 

Following operation the baby should be fed 
very soon. A half dram of water is given in one 
hour, a half dram of breast milk in two hours, 
and this amount gradually increased. 





ECZEMA IN INFANTS* 


W. B. RicHarps, M.D. 
St. Cloud, Minnesota 


eon is the most frequent disease of the 
skin in early life. The literature abounds 
in papers upon this subject, as is usually the case 
regarding conditions we do not clearly under- 
stand. Although much has been done to pro- 
mote our knowledge of its etiology and treat- 
ment there is still wide diversity of opinion re- 
garding its fundamental nature. 

Eczema has diverse causes, both local and gen- 
eral. In infancy several factors are predispos- 
ing, such as tender skin and abundant gland 
secretions, the frequency of digestive disturb- 
ances, and the so-called exudative diathesis of 
which eczema is one of the chief manifestations. 
Eczema occurs in certain families more than 
others and is commonly associated with asthma. 
It usually appears in the breast fed, fat and 
apparently healthy child. These children ordi- 
narily show some sensitization to vegetable or 
animal protein. A diet rich in protein, carbo- 
hydrate, but most commonly fat, may be the 
cause. Errors of metabolism are of importance, 
such as overfeeding, underfeeding and various 
digestive disturbances. Eczema is not in itself 
hereditary and dentition and reflex irritation do 
not cause it, as many suppose, although they may 
aggravate the disease. It is generally believed 
that it is not caused by any specific micro-organ- 
ism. 

There are several types of eczema seen in in- 
fants: 

1. Erythematous eczema, which occurs most 
often on the face, genitalia and in the flexures 
and opposing surfaces, is red and slightly scaly, 
edematous in the acute form and infiltrated later, 
and is accompanied by burning and itching. It 
may develop into other types, tends to recur and 
often becomes chronic. 

2. In papular eczema the elevated points, 
either in the discrete or coalescent form, are 
often capped by vesicles. Itching is intense. 
This type is resistant to treatment, exacerbations 
and relapses are frequent and it tends to persist. 
~ *Read before a joint meeting of the Stearns-Benton Medical 


Society and the Upper Mississippi Medical Society, Long 
Prairie, Sept. 29, 1927. 
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3. Vesicular eczema begins as red edematous 
patches covered with vesicles which rupture 
easily and exude a clear, sticky serum, which 
dries into yellow varnish-like crusts. This type 
is most commonly seen upon the face and flexor 
surfaces and may be acute or chronic. 

4. Pustular eczema usually develops from 
some other type, as the result of a secondary 
pus infection, but it may begin with pustules. 
This type is seen most often in poorly nourished 
infants. 

How shall we treat such a condition which has 
so many variable factors involved in its etiology ? 
Truly this is what appals most clinicians and ac- 
counts for the diversity in its treatment. To 
treat eczema successfully one must use both 
constitutional and local measures. The diet 
should be investigated as to kind, quantity, fre- 
quency and manner of feeding, and the relation- 
ship of certain foods to the appearance of the 
eczema. 

Examination of the stools and especially 
cutaneous sensitization tests often give much in- 
formation and many times greatly simplify the 
treatment. Whenever protein allergy is demon- 
strated, this protein should be eliminated from 
the mother’s as well as child’s diet if the child 
is breast fed. If bottle fed, the undesirable 
protein can be more easily eliminated. The 
breast fed child may have to be weaned, but not 
often. If breast fed and well nourished the in- 
terval between feedings should be lengthened, 
the time at the breast decreased and water 
forced between feeding. Mothers should be 
cautioned to eat a large variety of foods and 
small quantities of individual foods. In arti- 
ficially fed infants the amount of milk should be 
reduced and the diet made up by adding cereals, 
vegetables and vegetable soup. Some infants do 
better on powdered milks than on fresh cow’s 
milk. Underfeeding will, almost without fail, re- 
lieve symptoms, but this should not be consid- 
ered. The child’s health must be maintained for 
the infant with eczema is peculiarly liable to in- 
tercurrent infection and inanition with death will 
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frequently result if the child is malnourished. It 
is in this malnourished type with infection that 
favorable results have been noted from the use 
of radiant energy supplied by the quartz lamp 
or by direct exposure to the sun’s rays. Med- 
ical treatment has its chief indications in reliev- 
ing constipation, correcting anemia and subduing 
nervousness. The general management is impor- 
tant. The skin should be protected against ex- 
posure to cold and winds and no soap or water 
should be used for cleansing. The clothing 
should be light to prevent perspiration. It is 
necessary to prevent the child from scratching, 
and wearing mittens or mask and splinting 
the arms are the usual methods employed. 
Local applications give relief but the use of 
antiseptics alone is irrational. In the acute 
edmatous type where there is weeping, and 
scales, crust or pus is present, wet dressings of 
boric acid solution or Burrow’s solution is indi- 
cated. Most ointments used contain zinc oxide 
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and vaseline with additions of phenol and sali- 
cylic acid for itching and infiltration. Crude coal 
tar ointments have been very popular and effica- 
cious. Some advocate using full strength of a 
fresh compound but personally I use a 4 per cent 
mixture with other constitutents as indicated. 


SUMMARY 


1. Eczema tends to recur and frequently be- 
comes chronic. 

2. Local treatment alone may relieve some 
cases of eczema. 

3. General management and control of the 
diet succeed in many others. 

4. Sensitization to specific proteins is the 
cause in many cases and the removal of these 
proteins usually is attended with good results. 
5. The successful treatment of eczema de- 
mands a thorough investigation, and much pa- 
tience is required of child, parents and physi- 
cian. 





FEVER-PRODUCING METHODS IN _ TREAT- 
MENT OF GENERAL PARALYSIS 


Compilations have been made of the results ob- 
tained in cases of general paralysis treated with ma- 
laria. The treatment has also been applied to patients 
with syphilis of the central nervous system. A micro- 
scopic study of the brain following treatment by ma- 
laria leads to the conclusion on the part of the inves- 
tigator that in some cases in the future the term “re- 
covery” rather than “remission” will be justified. Rel- 
atively little has been reported during the past year 
concerning relapsing fever or sodoku as a therapeutic 
measure in neurosyphilis. It seems likely that, if in- 
fectious disease methods are to persist, a contest might 
arise between malaria and sodoku. Possibly the inocu- 
lation with an infectious disease will not continue to 
be necessary in the production of therapeutic fever. 
Reports have been published on the production of fe- 
ver for treatment in general paralysis by the use of in- 
jections of foreign protein. The method has many ad- 
vantages and the few cases on record give promise of 
good results. (Jour. A. M. A., October 15, 1927, p. 
1337.) 


SEPARATION OF THE ACTIVE PRINCIPLES OF 
THE POSTERIOR LOBE OF THE 
PITUITARY GLAND 


Using both methods of fractionation by precipitation 
and methods of dialysis, two portions of pituitary ex- 
tract were obtained, one of which responded almost en- 
tirely to the oxytocic method of assay whereas another 
portion was found to respond to the pressor method 


and practically not at all to the oxytocic. Both of these 
principles have been obtained in a state of highly po- 
tent water-soluble powders. It is reported that the sub- 
stantially pure pressor principle, termed B-hypophamine, 
has been obtained as a white powder eighty times as 
potent as the International Standard Powdered Pitui- 
tary, while the oxytocic principle, termed a-hypopha- 
mine has been obtained in a form 150 times as potent 
as the International Standard Powdered Pituitary. 
From this research the indications are that the pressor 
principle is responsible for the diuretic-antidiuretic ac- 
tion of the pituitary extracts. This work will undoubt- 
edly lead to clinical applications of these principles, 
though at present the work is in an experimental state. 
(Jour. A. M. A., February 25, 1928, p. 618.) 





HEADACHES FROM A NEUROLOGIC STANDPOINT* 


Gorpon R. Kamman, M.D. 
Saint Paul 


N THE category of pains and aches to which 

humanity is heir there is none more common 
than headache. Few are the individuals who, 
some time or other, have not been the victims of 
it. However, it always is a symptom and never 
a diagnosis and there is no specialty in medicine 
in which it is not encountered. Obviously it 
would require many hours to discuss every as- 
pect of headache, so for the present we will con- 
fine our attention to only its neurologic aspect. 
Even this attempt at limitation is fraught with 
difficulty because it might be said that inasmuch 
as all headaches involve a discussion of either 
the brain, its vessels, its coverings, or the cranial 
nerves, every headache has a neurologic aspect. 
However, this discussion will be limited to head- 
aches that constitute a symptom of neurologic 
disease, and leave those due to non-neurologic 
conditions for discussion elsewhere. Inasmuch 
as most headaches are local manifestations of a 
systemic disturbance rather than of an immedi- 
ately underlying pathology, the origin of the 
systemic disturbance being practically anywhere 
in the body, it is quite apparent that many kinds 
of headache will not come up for consideration 
today. 

AIDS IN DIAGNOSIS 

A careful history as well as a thorough phys- 
ical and neurological examination is absolutely 
essential in every case of headache, and by fol- 
lowing this rule the physician frequently will 
uncover various factors which may throw a clue 
as to the origin of the trouble. Some of these 
factors are as follows: 

1. Conditions under which the headache is 
found.—If the patient is being subjected to some 
emotional strain, or if he is of a definitely psy- 
choneurotic type, or if there are obvious reasons 
for psychic conflicts, his headache may be purely 
functional in origin. On the other hand, if the 
patient is febrile he may have a mere toxic head- 
ache or it may be due to a meningitis, or an 
encephalitis, and so forth. Every patient should 


*Read before the annual meeting of the Northern Minnesota 
Medical Association, St. Cloud, Minnesota, Sept. 12 and 13, 
1927. 


231 


have his optic discs examined, for not infrequent- 
ly papilledema is the only clue to some severe 
intracranial mischief. Also the eyes always 
should be observed from time to time for the 
development of a squint. 

2. Associated symptoms.— 

A—Ocular palsies. These frequently indicate 
lesions at the base of the brain such as basal 
tumors, fractures, hemorrhages, or inflammatory 
exudates due to meningitis. They also occur as 
the result of degenerative lesions in the brain 
stem due to syphilis or destruction of the oculo- 
motor nuclei by neoplasms. It must be remem- 
bered that because of the long intracranial course 
of the abducens nerve, abducens palsies (con- 
vergent squints) are of practically no localizing 
value. In the first place the nerve may be affect- 
ed by intracranial lesions anywhere along its 
course from its emergence at the posterior bor- 
der of the pons to its entrance into the orbit 
through the sphenoid fissure. Again, because of 
the complete absence of any “slack” in the nerve, 
it may be stretched and its conductivity thus in- 
terfered with by anything causing a posterior 
displacement of the brain stem, such as frontal 
tumors, and so forth. Further, increased intra- 
cranial pressure, irrespective of its cause, may 
cause the nerve to be pinched between the brain 
pressing it from above downward on to the ir- 
regular bony floor of the cranial cavity. 

B—Variations in the general physiognomy of 
the patient, such as in acromegaly, may indicate 
the origin of a headache at a glance. The coarse 
features, protruding lower jaw, “Punchinello 
chest,” enlargement of hands and feet, and so 
forth, are quite characteristic of pituitary disease 
which may result from tumors also causing ex- 
cruciating headaches. The almost inevitable op- 
tic atrophy and blindness subsequent to these 
tumors makes their early recognition imperative. 

C—Vomiting. The well-known triad of head- 
ache plus vomiting plus slow pulse is quite char- 
acteristic of increased intracranial pressure. 
Many think that the vomiting always is pro- 
jectile in type but this is not true, for with in- 
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creased intracranial pressure one sees almost as 
many cases of non-projectile vomiting as of pro- 
jectile. Probably more characteristic of so- 
called “cerebral vomiting” is that it bears no re- 
lation to the taking of food, occurs irrespective 
of whether the stomach is empty or full, and 
occurs when the headache is at its worst. 

Vomiting is also a frequent concomitant of 
headache in migraine, and in this condition fre- 
quently is accompanied by a diminution in the 
severity of the headache. 

D—Vertigo may. accompany headaches of 
either functional or organic origin. It is fre- 
quently encountered in connection with the “lead- 
cap” headache of neurasthenia, but its presence 
should always put one on his guard for actual 
intracranial pathology. When it occurs in con- 
junction with nystagmus and vomiting it almost 
always means disease of the vestibular system, 
either in the internal ear, or along the brain stem 
or in the cerebellum. 

E—Head noises frequently are associated with 
vertigo in the headaches due to high blood pres- 
sure. In this condition there usually is a sensa- 


tion as if the head were full and wanted to 
burst. Sometimes patients tell one that they feel 


as if they wanted to knock their heads against 
the wall. It is axiomatic that every patient com- 
plaining of headache should have a blood pres- 
sure determination and a urinalysis made at the 
first examination. 

F—Mental symptoms. Manifestations such as 
irritability, emotional instability, failure of mem- 
ory for recent events, and sometimes actual de- 
lusions and hallucinations frequently appear as 
associated symptoms of headache due to cerebral 
arteriosclerosis. This condition may occur inde- 
pendently of any rise in blood pressure and with- 
out any manifestations of arterial degeneration 
elsewhere in the body. Advanced cerebral ar- 
teriosclerosis has been encountered in a young 
man of thirty with apparently normal radials 
and normal brachial arteries. The condition of 
the vessels in the ocular fundi many times is a 
good indication of the amount of sclerosis pres- 
ent in the cerebral vessels; the sclerotic, silver- 
wire arteries of the eyegrounds being visible 
evidence of definite cerebral arteriosclerosis. 

G—Position of the pain. There has been a 
great deal written and there still is much con- 
troversy concerning the diagnostic value of the 
position of the pain in headache. It is the writ- 
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er’s belief that this particular phase of head:.che 
has been somewhat over-rated as a diagnostic 
aid, and the various charts attaching diagnostic 
importance to certain cranial areas are not al- 
ways reliable. Of course the typical hemi-cranial 
distribution of migraine, or the band-like sensa- 
tion around the skull associated with a feeline of 
heat at the vertex as seen in neurasthenia, the 
so-called “Casque Neurasthenique” of Charcot, 
are of diagnostic value; but after seeing a large 
number of patients complaining of headache one 
agrees with de Schweinitz,? who says, “With due 
respect for the value of clinical classifications, 
distinctive features, and favorite sites for the 
cranial location of headache, errors in diagnosis 
are sure to arise if the practitioner is satisfied 
alone with the information they afford; head- 
aches are accomplished counterfeiters.” 

H—Convulsions, whether Jacksonian or gen- 
eralized, are a not infrequent concomitant of 
headache in brain tumors. Unlike the headache 
following an attack of essential epilepsy, the 
headache following an attack of symptomatic 
epilepsy due to a brain tumor does not disappear 
between the convulsive attacks but persists dur- 
ing the free intervals. It usually is excruciating 
and many times not relieved by even heroic doses 
of morphine. Obviously, generalized convulsions 
are of no localizing value, but those of Jack- 
sonian type oftentimes furnish a valuable clue 
as to the possible location of the intracranial 
lesion. An accurate history of the site of onset 
of the convulsions, rapidity of spread, duration, 
and residual symptoms is absolutely necessary if 
one is to gain any information of value from 
them. 

If a patient complaining of severe headache 
begins to have convulsions, one must also think 
of meningitis, and if a rigid neck, together with 
a positive Kernig sign, is found, a careful ex- 
amination of the cerebro-spinal fluid is strongly 
indicated. 

Whenever one does a lumbar puncture as an 
aid in the diagnosis of a headache the eyegrounds 
should be examined first. If a choked disc is 
found to be present, the puncture should be car- 
ried out with extreme caution. The foot of the 
patient’s bed should be elevated and only a small 
amount of fluid removed, a few drops at a time. 
From ten to fifteen minutes time should be con- 
sumed in the removal of five cubic centimeters 
of cerebro-spinal fluid. Haste and impatience in 
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this procedure may be rewarded by death while 
the needle still is in the patient’s back. 


ANATOMICAL AND PHYSIOLOGICAL CONSIDERATIONS 


Having finished with a discussion of the vari- 
ous clues which may lead us to the cause of a 
headache, let us consider the anatomy of the 
structures involved when this symptom is pres- 
ent and attempt to evolve a definite concept of 
what happens when an individual experiences a 
sensation which he interprets as headache. The 
brain itself is insensitive to pain. The dura 
mater is the only one of the meninges which is 
supplied with sensory nerves, its anterior portion 
receiving fibres from the middle branch of the 
trigeminus, the portion in the middle cranial 
fossa from the inferior branch of the trigeminus, 
and that of the posterior fossa from the tentorial 
nerve (first division of the trigeminus), and re- 
current sensory branches from the glossopharyn- 
geal, vagus, and the sympathetics. According 
to de Schweinitz’ headache may interpret dis- 
turbance of the sensory centers in the brain, the 
nerves or nerve endings of the dura mater, or 
of the vasomotor mechanism. Ayer? believes 
that most headaches, leaving out the neuralgias, 
may be explained upon a pressure basis, either 
permanent or periodic, due to: (1) Increase in 
the amount of tissue within the cranial cavity; 
(2) arterial hypertension or venous congestion ; 
or (3) an excessive amount in pressure of the 
cerebrospinal fluid. 

However, in some conditions such as so-called 
“reflex headache,” the headache of anemia, and 
certain of the hysterical headaches, this explana- 
tion does not seem to be entirely satisfactory and 
in some of these other factors must be taken into 
consideration. As before stated, the dura mater 
receives most of its sensory fibres from the 
trigeminus. Now, in the brain stem the cranial 
centers of the third, fourth, fifth, sixth, and sev- 
enth nerves all are closely connected by means 
of the posterior longitudinal fasciculus, and the 
fifth nerve, or trigeminus, is the sensory nerve 
for the areas to which the others run as motor 
nerves. Therefore, we have an arc, one limb of 
which is formed by the trigeminus which also 
supplies the dura mater with sensory fibres. It 
is quite conceivable how an irritative process in 
the area of distribution of any of the nerves 
mentioned could be projected out to the dural 
terminals of the trigeminus and be interpreted 
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as headache. O’Connor® in an excellent article 
uses the above conception as an explanation of 
reflex headaches, especially those of ocular origin. 

Before passing on to a classification of head- 
aches due to neurologic conditions, it might be 
well, for the sake of orientation, to merely men- 
tion some of the more important non-neurologic 
causes of this symptom. Chief among these is 
eye-strain. Various authors estimate that refrac- 
tive errors and muscular imbalances are responsi- 
ble for anywhere from 50 to 80 per cent of all 
headaches. General systemic diseases, the vari- 
ous toxemias, anemia, constipation, pelvic dis- 
turbances, fatigue states, and polycythemia, also 
are frequent and important factors in the pro- 
duction of headaches of non-neurologic origin. 
The modus operandi of many of these is assumed 
by Ayer? to be an alteration in the balance be- 
tween the intracranial fluid pressure and the 
intracranial blood pressure. For instance, in 
polycythemia and in uremia there is increased 
cerebrospinal fluid pressure and in these condi- 
tions the headache is relieved by a reduction in 
the pressure. In anemia and in headaches fol- 
lowing lumbar puncture there probably is less 
fluid than normal, and in the latter pituitrin 
sometimes has given relief. Here the condition 
is probably due to too much venous blood, 1.e., 
engorgement of sinuses, and occurs almost ex- 
clusively in the upright position, again emphasiz- 
ing the lack of balance between the cerebro- 
spinal fluid pressure and the intracranial blood 
pressure. Similarly the headache one gets wear- 
ing a collar that is too tight probably comes 
from cerebral venous engorgement, and the same 
thing is seen in some forms of cardiac decom- 
pensation. 

FUNCTIONAL HEADACHES 

When regarding a symptom such as headache 
from the neurologic standpoint with a view to 
diagnosis, one immediately asks himself the ques- 
tion, “Is it functional or organic?” By a func- 
tional headache we mean one that has as its basis 
no demonstrable structural alteration in the cen- 
tral nervous system. In ‘this connection changes 
in the cerebrospinal fluid volume and in the vol- 
ume of intracranial blood must be regarded as 
structural alterations. In other words, when we 
speak of a headache as being “functional” we re- 
fer to it as being due to an alteration in function 
rather than to an alteration in structure. The 
causes for many of these may be found at the 
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psychological level and have as their basis the 
various neuroses and psychoneuroses. However, 
it is the writer’s opinion that the group of “func- 
tional” headaches still is much too large and that 
many of them are classed as such merely be- 
cause we are ignorant as to their true nature. 
Like the term “idiopathic,” the word “function- 
al” has been very much overworked and all too 
frequently used to cloak our ignorance. As our 
diagnostic abilities improve, and our anatomical, 
pathological, and physiological acumen increases. 
the group of so-called functional diseases will de- 
crease in size and we will be able to explain more 
and more of them on a basis of either structural 
or chemical alterations. With our present knowl- 
edge, and according to the distinctions already 
drawn, we are forced to regard migraine, epi- 
lepsy, and various neuralgias as functional dis- 
orders. Yet, it will not be many years before 
some of these entities are shifted over into the 
organic group and their true pathology be a mat- 
ter of common knowledge. 

Following are a few case reports illustrating 
some of the more commonly encountered head- 
aches of the functional type: 

Case 1.—Miss C., aged 34, typist, unmarried. First 
seen by us August 3, 1926. Past history showed pa- 
tient to be of a “neurotic” temperament, i.e., always 
easily irritated, inclined to worry a great deal about 
herself, quite jumpy, easily startled, and a poor sleeper. 
Her present complaint began about June 15, 1926, with 
a feeling of constant fatigue. The slightest effort, es- 
pecially any that was connected with her work, would 
tire her all out. Associated with this fatigue was a 
dull headache which at first was periodic, but later on 
became constant. This headache was in the form of 
a pressing sensation on the top of her head, and by 
July 20 was constantly present throughout the day, begin- 
, ning shortly after she arose in the morning and continu- 
ing until she retired at night, never leaving her for an 
instant. However, this headache never kept the patient 
awake at night although she was a poor sleeper. She 
gave as the reason for her difficulty in sleeping the fact 
that she was “nervous.” Her appetite was very poor, 
and in the four months previous to her visit to our office 
she had lost about twenty pounds in weight. In addition 
to the above symptoms the patient also stated that she 
was of a very sensitive and reticent nature. She had 
consulted seven physicians and each one had offended 
her greatly by their inability to find any physical cause 
for her headaches and fatigue, and suggesting that she 
consult a nerve specialist. 

The patient’s general physical and neurological ex- 
aminations were entirely negative except that she was 
underweight and definitely of the asthenic type. Her 
hemoglobin was 82 per cent, blood pressure systolic 112, 
diastolic 76, and urine negative. The mental examina- 
tion failed to reveal the presence of any abnormalities 
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except that the patient was extremely egocentric ind 
introspective. She was able to give the date of onset 
and duration of each and every one of her various 
symptoms. Her emotionai reactions did not seem to 
be concomitant with the severity of her complaints, 
and although she repeatedly asserted that she suffered 
untold tortures in absolute silence and never com- 
plained to a soul about herself, she consumed the bet- 
ter part of two hours in a recital of her symptoms to 
the writer. 

A diagnosis of neurasthenia was made, the patient 
was given some mild sedatives and put on a super- 
nourishing diet abundant in milk and eggs. Along with 
this she was given suggestive therapy such as high 
frequency currents to her head, and under this regime 
she gained thirty pounds in weight, her headaches dis- 
appeared, she slept better, and after eleven weeks of 
treatment was able to do a full day’s work without ex- 
periencing the slightest sign of fatigue. 

The important diagnostic features of the above 
case were the absence of any neurologic signs, 
the patient’s attitude toward herself and her ill- 
ness, the marked persistence of her headache for 
every second during the day, and the fact that it 
never kept her awake at night. Headaches which 
awaken patients from a sound sleep at night 
usually are organic, while those which never 
leave the patients for even an instant during the 
daytime but disappear at night usually are func- 
tional. 

The psychoneurotic headaches are usually 
seen in nervously unstable individuals who give 
a past history of “never having been strong.” 
These unfortunates wander from doctor to doc- 
tor getting some measure of relief from each 
new procedure but sink back into the same old 
rut when the novelty has worn off. They fre- 
quently obtain relief from the charlatan because 
this individual sometimes practices better psycho- 
therapy than does the regular physician. He 
gains the confidence of his patient by first mak- 
ing a definite diagnosis (usually incorrect, how- 
ever) and then guaranteeing an absolute cure. 
Then by a series of elaborate maneuvers, to- 
gether with a lot of conversation which would be 
condemned as unorthodox and illegitimate by the 
regulars, proceeds to succeed where the others 
have failed. No attempt is being made to con- 
done the methods used by these quacks, but at- 
tention is drawn to the immense value of psycho- 
therapy in these cases. 

In these days when workmen draw compensa- 
tion for injuries they have received while on 
duty, and when an individual can obtain a good 
rest at the expense of his employer or of an in- 
surance company, the so-called “traumatic neu- 
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rosis” has become a commonplace to those of us 
engaging in medico-legal work. Sometimes this 
condition is called “indemnity neurosis” because 
the symptoms always are aggravated by impend- 
ing litigation, and usually disappear shortly after 
a financial settlement is made in the case. This 
condition should not be confused with malinger- 
ing, because in it the patient’s symptoms actually 
do exist, while the malingerer has no real symp- 
toms whatever. 

The following case is an example of traumatic 
neurosis in which headache was the main symp- 


tom: 

Case 2.—A. B. C., aged 27, married, and a bus driver. 
He stated that he was well until September 10, 1924, 
when a bus in which he was sitting was struck from 
the rear by a large truck. At the time of the impact 
the patient was leaning forward to put his car in gear, 
and as the bus was knocked forward by the force of 
the collision he was jerked upright with sufficient force 
to throw his hat into the back seat of the bus. About 
two hours after the accident, after the patient had 
driven a considerable number of miles, he began to 
have pain in the occipital region and radiating up over 
the top of his head. He described this pain as a “dull, 
aching, drawing sensation,” which was constantly pres- 
ent but only during the daytime, and persisted every 
day for several weeks following the accident. The day 
following the accident, the patient began to have dull 
aching pains in the lower lumbar region, and these 
persisted until the time we saw him, six weeks after 
the accident. At that time the headache had disap- 
peared but had returned soon after the patient returned 
to work. After he had made one round trip in his bus 
his head had begun to pain him and he was forced to 
stop driving again. Subsequent to this time any form 
of vibration such as riding in an automobile or street 
car caused the headache to return. Aside from this 
symptom, the patient complained of being restless, 
jumpy, nervous, and irritable since the accident. Sud- 
den noises caused him to jump, and he was easily 
startled by any unexpected happening. The neuro- 
logical and physical examinations were entirely nega- 
tive. The mental examination was negative except for 
some emotional instability and the fact that the patient 
was unduly apprehensive about himself. The family 
history showed a definitely psychoneurotic background. 
A diagnosis ‘of traumatic neurosis or traumatic hysteria 
was made, the patient put on mild sedatives and electro- 
therapy, and the company was told to settle the case as 
soon as possible. After two months of treatment the 
patient showed marked improvement and then failed to 
gain any more. However, one month later as soon as a 
cash settlement was made and the patient had signed 
the release papers, his residual symptoms disappeared 
and he was able to return to work in two weeks. 

The persistence of this man’s headache for 
weeks after the accident, the absence of any or- 
ganic neurologic signs, the peculiar way in which 
the headache could be brought on (by riding in 





a car) and the free time interval between the ac- 
cident and the onset of symptoms (une periode de 
meditation) establishes the diagnosis. The dis- 
appearance of the symptoms under sedatives, 
suggestive therapy, and settlement of the case are 
quite characteristic of this type of headache. 

It has already been stated that functional 
headaches are those due to conditions in which 
there is no demonstrable structural change in the 
central nervous system. If one wants to adhere 
to this specification, the various cranial neuralgias 
as well as migraine must be classed among the 
functional diseases. However, the writer wishes 
to reiterate the opinion that when we know their 
true pathology and become aware of their un- 
derlying causes, these conditions will be re- 
garded as organic diseases. The following case 
report contains a hint in the proper direction: 

Case 3—Mrs. G. H. J., aged 33, came to the office in 
August, 1926, complaining of severe unilateral head- 
aches. Her past and family histories were negative 
except for the fact that her mother had suffered from 
headaches similar to the patient’s. The patient’s trou- 
ble began when she was 26 years old and consisted of 
periodic attacks of excruciating pain confined to and 
always involving the right side of the head (hemi- 
crania). The attacks were preceded by a prodomal 
period of about one hour during which the patient felt 
weak, tired, and irritable. The headaches were always 
accompanied by extreme nausea, flashes of light before 
the eyes, and marked photophobia. The patient would 
be obliged to lie down in a darkened room, and the 
nausea would continue until she vomited a few times. 
After this she would fall asleep for from one to four 
hours and then awaken entirely free from headache. 
These attacks would come on at intervals of about 
once every seven or eight days and were especially 
severe around the menstrual period. At some time or 
other during an attack the tissues around the right 
eye would suddenly swell up and remain go until the 
headache disappeared - (angioneurotic edema). The 
general physical, neurological, and mental examinations 
were negative throughout. Her hemoglobin was 90 
per cent; blood pressure, systolic 136, diastolic 82; urine 
negative, and blood Wassermann negative. A diag- 
nosis of migraine was made, and under calcium and 
luminal therapy, together with a series of intravenous 
injections of sodium bicarbonate, the headaches de- 
creased both in severity and in frequency. 

The above case is of unusual interest because 
of the angioneurotic edema associated with the 
attacks of headache. It is quite conceivable how 
the same thing could occur within the cranial 
cavity as around the right orbit. In fact, some 
observers believe that the symptoms of migraine 
are due to such an angioneurotic edema of either 
the brain or the meninges, and the forms having 
ophthalmoplegic and hemiplegic manifestations 
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as associated symptoms seem to lend support to 
this view. If this is true, migraine should be 
classed among the headaches of organic origin. 

Case 4—Mr. D. E. F., aged 51, married, and a rail- 
way conductor, came in on June 18, 1927, complaining 
of severe pains in the right side of his face. His 
family and past histories were negative except that 
the patient had at one time been rather a heavy 
drinker. His pains were lancinating in character, ex- 
cruciating in severity, and spasmodic in occurrence. 
They were confined to the area of distribution of the 
middle branch of the right trigeminus and were initiated 
by stroking the skin over this area, washing the right 
side of his face, brushing the upper teeth on that side, 
chewing, and sometimes by talking. He had had all 
of his teeth pulled at the request of one physician, been 
treated for syphilis upon the advice of another (his 
blood and spinal fluid both were negative), and had the 
right side of his tongue cauterized by still another 
doctor. Finally a dentist made the diagnosis of tic 
douloureux or trifacial neuralgia and sent him to the 
writer for treatment. The physical, neurological, and 
mental examinations were normal. All laboratory ex- 
aminations were negative. The middle branch of the 
right trigeminus was injected with alcohol at its exit 
from the base of the skull, and the patient obtained 
instantaneous relief from his pain. There still is an 
area of anesthesia over the area of distribution of the 
nerve injected and the patient still is free from pain. 
As soon as the effects of the injection wear off and 
the pains return, the nerve will be re-injected. 

In a considerable percentage of cases of tic 
douloureux, relief can be obtained from alcoholic 
injection of the nerve affected. In a certain 
number of cases, however, either because of 
structural anomalies or inaccessibility of the 
nerve, injection is of no avail and intracranial 
section of the sensory root of the trigeminus 
must be resorted to. 

Headache is frequently seen as a prominent 
symptom in other functional nervous conditions 
such as psychasthenia and major hysteria, but 
their similarity to those enumerated in neuras- 
thenia and the traumatic neuroses is so great as 
to obviate the necessity of reportirfg any cases 
here. 

ORGANIC HEADACHES 


Passing on to the headaches which are due to 
underlying structural changes within the cranial 
cavity (organic headaches) I divide them into 
four main etiologic groups. 

I Intracranial Tumors. 
A Neoplasms of Brain, Meninges, or Skull. 
1. Benign 
2. Malignant 
a Primary 
b Secondary 
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B Aneurysms 

C Cysts 

D Gummata 

E Tuberculoma 

F Abscesses 
1. Hematogenous 
2. By direct extension from middle ear 

or from sinuses. 
II Intracranial Inflammation 

A Bacterial Meningitis 

B Syphilitic Meningitis 

C Serous Meningitis 

D Sinus Suppuration 

E Cerebral Syphilis 

F Encephalitis 
1. Acute epidemic encephalitis lethargica 
2. Chronic encephalitis. 

III Intracranial Vascular Disturbances 

A Hemorrhage 

B Thrombosis 

C Embolism 

D Arteriosclerosis 

E Syphilitic Endarteritis. 

Cerebral Edema 

A Alcohol 

B Uremia 
a Aucte 
b Chronic 

C Cerebral Concussion 

D Skull Fracture 

E Systemic and Constitutional Disturbances 
such as Maliganant Hypertension, etc. 

Following are a few case reports illustrating 
each of the four main etiologic groups of organic 
headaches: 

Case 5. Headache due to an intracranial tumor.— 
R. C., male, aged 44, married and a truck driver, was 
first seen at Queen’s Square Hospital, London, on May 
2, 1926. At that time he was complaining of headache, 
double vision, vomiting, and occasional dimness of 
vision in the left eye. His family and past histories 
were essentially negative. The present illness began about 
March 26, 1926, with left frontal headaches associated 
with vertigo. The patient staggered forward when he 
walked, but never from side to side. The headache 
was dull and aching in character and extended from 
above the left eye, over the top of the head into the 
occipital region. At first there was marked vomiting 
every time the patient ate anything, so he practically 
gave up eating altogether and later the vomiting sub- 
sided. About one month later the patient began to 
have diplopia, especially when he looked to the left 
or upwards. This increased in severity. The head- 
ache gradually became more and more severe until 
there were periods during which it was excruciating. 
It would come on with increased severity for a few 





HEADACHES FROM A NEUROLOGIC STANDPOINT—KAMMAN 


hours and then gradually disappear for an hour or so. 

About April 26, 1926, patient became very drowsy 
and began to yawn considerably. His memory be- 
came impaired and he became emotionally depressed 
and worried a great deal. 

The neurological examination on May 2, 1926, 
showed a bilateral choked disc, more pronounced on 
the left, the right pupil was slightly irregular, and 
there was a weakness of the left external rectus (left 
sixth). The other cranial nerves were normal. There 
was some falling away of the right arm with the eyes 
closed, with questionable diminution of touch and pain 
senses. Vibration sense was definitely diminished in 
the right arm and right foot. Aside from some de- 
crease of the right abdominals, all of the reflexes were 
normal. There was no Babinski or ankle clonus. 
There was some tenderness on tapping and pressure 
over the left frontal and temporal regions. X-rays 
were all negative. 

On May 5th during the course of an examination by 
Dr. Gordon Holmes, the patient’s right arm began to 
twitch and fall away. The twitching was clonic in 
character and there was loss of tone in the extremity. 
The patient became confused and aphasic and com- 
prehended questions with great difficulty. His speech 
became slurring and he responded only after much 
hesitation. There was marked weakness of the muscles 
of the right side of the face and the tongue deviated 
to the right. The right arm was by this time prac- 
tically useless and two-point discrimination was lost in 


the right hand, while position sense and stereognosis 


remained normal. 
absent. 


The right abdominal reflexes were 
All other findings, including spinal fluid ex- 
amination, were normal. Optic nystagmus was absent 
in the clockwise direction. A diagnosis of left frontal 
tumor was made and operation recommended. 

On May 9, 1926, a left frontal craniotomy was per- 
formed by Mr. Percy Sargent. Nothing was found 
except some softening of the left temporal lobe, so 
the scalp was closed and the patient returned to his 
bed. Eighteen hours later there was a sharp rise in 
the patient’s temperature, he became paralyzed all over 
(quadriplegia), his eyeballs became fixed, and he died 
as if from intraventricular hemorrhage. Autopsy re- 
vealed a glioma on the under surface of the left 
temporal lobe involving the cortex about half way 
back. 

Case 6. Headache due to intracranial inflammation.— 
M. N. O., an unmarried female, was examined at the 
Ancker Hospital, St. Paul, on June 12, 1927. Her 
family and past histories were essentially negative ex- 
cept that during the past winter she had not been feel- 
ing quite as strong as usual, had lost some in weight, 
and had a slight cough. She had missed her last 
menstrual period. Her present complaint began on 
about June 6 with severe frontal headache. At first 
this was more or less intermittent and did not inter- 
fere with her work as a maid. It would come on at 
about noon and persist until about midnight, when it 
would disappear under the influence of some medicine 
given her by another physician. The pain was dull in 
character and worse when the patient would cough or 
stoop over. There also was some photophobia and the 
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patient felt generally irritable. On the fourth day the 
headache became much more severe and radiated down 
into the back of the neck and between the scapule. 
On the fifth day there was transient diplopia and the 
headache was more constant and very intense. Ex- 
amination at that time showed the right pupil to be 
slightly larger than the left but both reacting to light 
and accommodation. There was a slight weakness of 
the right external rectus (abducens), some rigidity of 
the neck, bilaterally increased knee jerks, a mild bi- 
lateral Kernig, and a positive Babinski on the right. 
Sensation was normal throughout except for a general 
hyperasthesia to all forms of stimulation. The patient 
was a trifle somnolent but could easily be made to 
answer questions and perform the various tests inci- 
dent to her examination. Whenever moved, she com- 
plained of excruciating headache. The temperature was 
100.2 degrees F., and the cerebrospinal fluid was yel- 
low, under markedly increased pressure, and contained 
568 cells, mostly lymphocytes. Smears were negative 
for micro-organisms. After standing for 12 hours the 
fluid showed pellicle formation. The patient’s head- 
ache had been somewhat relieved by the spinal drain- 
age. A diagnosis of tuberculous meningitis was made 
and three days later confirmed by the finding of tu- 
bercle bacilli in the cerebrospinal fluid. The patient 
died one week later after a marked aggravation of all 
her symptoms. 

The above case illustrates how headache may 
be an early symptom of serious and even fatal 
organic disease. It emphasizes the fact that too 
often the treatment of a headache precedes a 
careful investigation as to its cause. Of course, 
early recognition of the tuberculous meningitis by 
the outside physician would not have changed the 
final outcome in this case, but in other conditions 
an increased risk may be incurred by the patient 
through delay in recognizing the possibly serious 
underlying cause of a headache. 

Case 7. Headache due to intracranial vascular dis- 
turbance—W. T. Y., female, aged 47, was first seen on 
June 24, 1927. At that time her chief complaint was 
severe headache, dizziness, restlessness, emotional in- 
stability, and impairment of memory. Her family and 
past histories were essentially negative. The present 
illness began about six months previous to the time 
we saw her with vertiginous attacks coming on es- 
pecially when she exerted herself, and aggravated by 
stooping over or by sitting up suddenly from a reclin- 
ing position. About six weeks later she began to have 
generalized headaches and described them as more of a 
feeling of fullness in the head than sharp pains. She 
said that at times her head felt as if it were going to 
burst. Her daughter stated that along with the head- 
aches the patient seemed to be much more irritable, 
would cry at the slightest provocation, and seemed to 
have difficulty in remembering recent events. She had 
great difficulty in sleeping at night and obtained no 
relief from various sedatives such as veronal and 
luminal. She would fall asleep while sitting up after 
a heavy dinner in the evening, but upon retiring at 
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night would be as wakeful as ever. The headaches had 
been growing progressively worse and when we ex- 
amined the patient they constituted her most prominent 
symptom. The neurological examination showed the 
vessels of both ocular fundi to be markedly sclerotic 
and tortuous (silver-wire vessels), cranial nerves other- 
wise normal, bilaterally increased knee jerks, a positive 
Babinski on the left side, and bilateral ankle clonus. 
The patient was of the thin, wiry type, her peripheral 
arteries showed no evidence of sclerosis, the blood 
pressure was 164/94, hemoglobin 76 per cent, and urine 
negative except for a slight trace of albumin and a 
few leukocytes. 

A diagnosis of cerebral arteriosclerosis was made 
and under a mixture of sodium bromide and potassium 
iodide the patient showed some improvement. She 
became less irritable, her head felt somewhat more 
comfortable, and she reacted better to hypnotics at 
night. Of course, this improvement must be regarded 
as only temporary, and later on this patient‘s condition 
will in all probability become progressive. 

An interesting feature of the above case, aside 
from the headache, is the insomnia. Many peo- 
ple with cerebral arteriosclerosis can sleep better 
with the head elevated, i.¢., sitting up in a chair. 
Not infrequently one encounters individuals who 
invariably fall asleep while sitting in front of 
the fire after having eaten a heavy meal, but can- 
not sleep when they go to bed. The rigid cere- 
bral vessels, incapable of dilatation, together with 
a full stomach, the upright position, and the heat 
of the fire on the lower extremities are ideal 
factors in the promotion of a cerebral anemia 
with resulting drowsiness. When these people 
go to their cool bedchambers and lie down, the 
cerebral arteries are unable to contract and there 
is a relative cerebral hyperemia which prevents 
sleep. Therefore, the simple expedient of rais- 
ing the head on extra pillows not infrequently is 
of great help in getting cerebral arteriosclerotics 
to sleep at night. 

Case 8. Headache due to cerebral trauma.—V. E. D., 
male, married, aged 40, was struck by a truck on July 
19, 1924, and rendered unconscious for about two 
hours. The force of the impact threw him for a dis- 
tance of about 20 feet and he landed striking the 


right side of his head on the pavement and severely . 


lacerating his right ear. There was no bleeding from 
the nose or ears, and no ecchymosis around the eyes. 
Upon regaining consciousness he was totally irrational 
and quite noisy for 24 hours. At the end of this time 
he quieted down somewhat and at times appeared to 
know where he was. During the following week he 
gradually improved and on the eighth day was able to 
answer simple direct questions although not always 
correctly. There was a retrograde amnesia extending 
back to one week preceding the accident and includ- 
ing the circumstances surrounding the accident itself. 
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At this time he began to complain of headache and 
double vision and his pulse varied around 48 to 52. At 
this time he was first examined by us and found to 
be mildly confused and partially disoriented as to time 
and place. He complained of intense generalized head- 
ache, his pulse was 56, and the neurological examina- 
tion was negative for organic signs except for a posi- 
tive Romberg toward the right and a diplopia, analysis 
of which indicated a weakness of the right supcrior 
oblique (4th nerve). Lumbar puncture revealed the 
cerebrospinal fluid to be under markedly increased pres- 
sure but otherwise normal throughout. Several .r-rays 
of the skull were negative. The headache was tempo- 
rarily relieved by the lumbar puncture but returned a 
few days later and subsequent punctures were neces- 
sary to keep the patient comfortable. He developed 
various mental signs, prominent among which was a 
typical Korsakow’s psychosis which persisted for two 
weeks and then cleared up. However, the headache 
remained as the most distressing symptom for some 
months afterward, although after the first few weeks 
the cerebrospinal fluid pressure had returned to normal. 
The patient’s condition gradually improved, he became 
able to get up and around by himself, but he still has 
sufficient headache, diplopia, and loss of power of con- 
centration to prevent him from engaging in any gainful 
occupation. It is now three years since his accident. 

This man evidently sustained either a severe 
cerebral contusion or laceration resulting in a 
disturbed balance between the intracranial blood 
pressure and the intracranial fluid pressure. 
Some of the damage undoubtedly was permanent, 
accounting for the persistence of certain of his 
symptoms. Of course the chances for complete 
recovery in this case are extremely doubtful 
and the patient in all probability will be troubled 
with headaches for an indefinite period of time to 
come. 


Obviously it has been impossible to enumerate, 
discuss, and illustrate all of the different kinds 
of headaches which are encountered by the neu- 
ropsychiatrist. However, if some of the vast 
amount of material comprising this one portion 
of the general field has been only partially or- 
ganized, the object of this paper will have been 
attained. 

538 Lowry Building. 
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BLOOD SUGAR AND IRRITABILITY * 


IE. M. GrEISHEIMER, PH.D., M.D. 
With the technical assistance of R. F. Erickson and W. Hiemstra 
Minneapolis 


NTEREST in this question arose many years 

ago when it was again noted that nerves im- 
mersed in an isotonic sugar solution showed a 
rapid decrease in irritability. With the arrival 
of insulin and the frequent occurrence of the 
hypoglycemic syndrome, interest was renewed. 
The effectiveness of glucose in stopping convul- 
sions and the increase in blood sugar in certain 
types of anesthesia, increased the interest and 
gave rise to the question of a possible normal 
relationship between the irritability of the ner- 
vous system and the level of the blood sugar. 
Such a relationship might be altered in patholog- 
ical conditions. 

Several authors have given some attention to 
the hypoglycemic syndrome. Weill’ found that 
extreme hunger and weakness of the limbs oc- 
curred in hypoglycemia. The low sugar alone 


was considered responsible. Fletcher? consid- 


ered a feeling of nervousness, excessive hunger, 
sweating, pallor and incodrdination as constitu- 


ents of the hypoglycemic syndrome. He thought 
that the blood sugar lowering was not the real 
cause of the symptoms. Undernourished pa- 
tients showed more severe reactions than well 
nourished ones. 

found that after a Marathon race 
some of the runners exhibiting a marked fall in 
blood sugar showed muscular twitchings, ex- 
treme pallor, a cold and moist skin, and a ner- 
vous irritability. Some passed into collapse and 
unconsciousness. The runners who showed a 
normal blood sugar exhibited no symptoms of 
shock. Levine considered it significant that a 
correlation existed between the blood sugar level 
and the physical condition of the runner at the 
finish. Gordon‘ tried feeding candies to runners 
who tended to have low blood sugar values. He 
found that the blood sugaf in these cases was 
normal at the end of the race, and that the 
physical condition of the subjects was excellent. 
Burger® found a resemblance between the results 
of severe physical exertion and hypoglycemia. 


Levine® 


*From the Department of Physiology, University of Minne- 
Sota. 
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Two of the seven subjects became hypoglycemic 
after exercise. 

Fischler® studied hypoglycemias in animals. 
He found that Eck fistula dogs, either when 
hungry or after phlorhizin, showea a rapid fall 
in blood sugar, followed by convulsions. Rab- 
bits behaved similarly. The toxic effects were 
relieved by glucose. He stated that he had not 
observed convulsions without a lowering of the 
blood sugar. 

Parker’ believed that asthenia, anorexia, tachy- 
cardia, palpitation and digestive disturbances, 
were associated with a blood sugar below the 
average. The symptoms were relieved by feed- 
ing 40-100 grams of sugar daily. 

A very few results on nerves and muscles 
after insulin will be mentioned. Banting* found 
hyperexcitability with lowered blood sugar after 
insulin. Wattner® found that the threshold re- 
sponse of muscles to galvanic stimuli was low- 
ered after insulin. Behrendt’® likewise found 
that the irritability of muscles was increased 
after insulin. Laquer™ did not believe that 
there was a direct connection between the hypo- 
glycemia and spasms after insulin. He thought 
it probable that a spasmogenic substance is 
formed. 

There have been some interesting observations 
made on blood sugar and spinal fluid sugar. 
Thalhimer’? studied fourteen cases of epidemic 
encephalitis. He found the sugar of the blood 
and of the spinal fluid to be increased (0.297 
and 0.177 per cent). He believed that the spinal 
fluid sugar increased only after a certain level of 
blood sugar had been reached. 

Polonovski'* found an increase in the reducing 
power of the cerebrospinal fluid in encephalitis. 
Wilcox** stated that the spinal fluid sugar is 
high in encephalitis and low in acute and tu- 
berculous meningitis. 

Fremont-Smith* believed that an acute infec- 
tion of the meninges was indicated by a spinal 
fluid sugar below 50 mgms. in the absence of an 
hypoglycemia. Kohler*® found the spinal fluid 
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sugar high in encephalitis and low in tuberculous 
meningitis, as did Cookson.*” 

Wladyczko** noted an increase in epilepsy 
cases in Russia at a time when sugar was 
scarce. He administered sugar in cases of epi- 
lepsy which were accompanied by hypoglycemia 
and found that in eighteen of the cases the at- 
tacks became more rare and milder. He believed 
that since blood with a reduced sugar content 
may irritate the nervous centers, causing convul- 
sions, the administration of. sugar may prevent 
them. 

Not all types of anesthesia are accompanied 
by high blood sugar. Page*® found that isoamyl 
ethyl barbituric acid did not increase the blood 
sugar even during surgical anesthesia. Ober- 
helman®”® found the blood sugar increased 35 
mgms. per 100 c.c. in ethylene anesthesia. Chan- 
traine”? stated that during ether narcosis the 
blood sugar is increased. This increase may 
range from 30 to 50 per cent. During narcosis 
with ethyl chloride, the blood sugar may remain 
unaltered. 

Keeton*”* found a persistent hyperglycemia in 
normal dogs under continuous ether insufflation. 
Atkinson** found that in dogs the sugar in- 
creased from 0.102 to 0.2 per cent after two 
hours under ether. It was still 22.3 per cent 
above normal the next morning. Exner** stated 
that the excitement of patients in the first stages 
of ether anesthesia, as well as the unpleasant 
after-effects, could be decreased by giving an in- 
travenous injection of a 25 per cent sugar solu- 
tion 10 to 12 hours before an operation. 

Bazett®® made the interesting observation that 
cats, after decerebration, may maintain a normal 
level of blood sugar. This level is not affected 
by removal or damage to the pituitary. Such 
animals are able to raise their blood sugar when 
the circulation is failing just before death. 

Storm van Leeuwen” reported an observation 
on temperature effects and irritability which I 
have failed to confirm. He stated that the opti- 
mum rectal temperature for reflexes is 38° C. 
Reflexes declined above this and entirely failed 
at 42° C. His studies were made on cats. Sin- 
gle induction shocks served as stimuli. 

Endres?’ reports that in natural sleep the blood 
sugar is 25 per cent above the day values. This 
variety of work along different lines seems to 
suggest that there may be a fundamental rela- 
tion between the level of blood sugar, or spinal 
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sugar, and the irritability of the nervous sysiem. 
Since so little is known about the nature of the 
blood sugar and its regulation, and still less 
about the irritability of the nervous system and 
its natural stimuli, any attempt to study this 
problem is difficult. 


METHOD 


Dogs were used in all the experiments. They 
were given no food for twenty-four hours be- 
fore the experiment was begun. No morphine 
or other drug was used. Ether was administered 
during the preparation of the animal for nerve 
stimulation and blood pressure tracings, but was 
discontinued immediately after decerebration, in 
most cases. The anterior crural nerves and one 
of the trunks of the brachial plexus were iso- 
lated, ligatured and cut. The central end was 
stimulated in each case, thus testing the irrita- 
bility of the reflex arc, since the response 
watched for was a movement of the muscles of 
the foot. The readings for the four nerves were 
averaged. 

A storage battery served as a source of cur- 
rent, and the primary circuit contained a spring 
key, a rheostat, and a milliammeter. The sec- 
ondary coil was kept at a distance of 7.5 cms. 
from the primary, and the strength of the shock 
was regulated by means of the rheostat in the 
primary circuit. In the earlier experiments the 
rheostat and milliammeter were not used, conse- 
quently the strength of the stimulus was regu- 
lated by altering the position of the secondary 
coil. 

Blood pressure records were taken from one 
of the carotids, and blood samples for sugar 
analyses were taken from the other. The blood 
was oxalated and the sugar determined by the 
Folin-Wu method. Temperature was recorded 
by a thermometer kept constantly in the rectum. 
In order to decerebrate, the temporal bone was 
trephined about one-half inch from the midline, 
opposite the anterior border of the ear. A glass 
rod or knife handle was inserted and passed 
across the brain substance in the midbrain re- 
gion. 

It is easy to point out some of the defects of 
this method. It is unphysiological to isolate a 
nerve trunk and to place it across electrodes, 
stimulating it at frequent intervals. The stim- 
ulus must pass through connective tissue, neuril- 
emma and myelin sheath before-it can give rise 
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TABLE I. 


Pressure 
202-198 


Sugar 
120 


150 190-170 
Artificial 
Respiration 


Sos 


Lt ¢ 


130 


38 
39 
39 


RSRRASE 
58 53 53 52 SBS $8 
\© 00 00 00 00 GO OO 


110 


to an impulse in the axis cylinder. It is also a 
question as to how long a time is required for 
a change in the blood to affect the axis cylinder 
of nerves. It is desired to develop a method 
for determining the irritability of nerves in the 
intact animal under physiological conditions. 
This method of decerebration is not as desirable 
as that of Pollock and Davis,?* but the latter 
method is attended by great technical difficulties 
in the dog. The only justification for the pres- 
ent report is that it is an attempt to gain infor- 
mation regarding a supposedly fundamental 
problem. 


RESULTS 


Five of the thirty-six experiments have been 
selected for this report. In the earlier experi- 
ments the decerebration was performed imme- 
diately after the preparation of the nerves for 
stimulation, thus eliminating a control period 
before decerebration. Further, in the earlier ex- 
periments, the irritability is expressed as distance 
between the primary and secondary coils. The 
results are presented in the form of tables. In 
the first experiment reported, the ether adminis- 
tration began at 12:43 Pp. m. and decerebration 
was performed at 1:30 P. M. 


Oct. 9, 1924. 
Pressure 
184-170 
180-152 


176-122 


Time 
7 :30 


“NI 
ry 
wn 


10 210 10 Co © G0 
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142-124 


118-100 


; 112- 98 
39.0 100 


12:15 

It will be noticed that the blood pressure re- 
mained high until near the end of the experi- 
ment. The rectal temperature was fairly con- 
stant after the second hour. No injections were 
given as this was a control. It is evident that 
the irritability does increase (shown by a greater 
distance between the coils) as the blood sugar 
decreases spontaneously. 

Table II presents the results of another con- 
trol experiment, using the later method of stim- 
ulation, in which irr‘tability is measured in milli- 
amperes of primary current. Ether administra- 
tion was started at 10:45 a. m., and decerebration 
was performed at 11:45. 

The blood pressure remained high until the 
end of the experiment and the temperature was 
fairly constant. It will be noticed that as the 
blood sugar decreases, the irritability increases 
(shown by decrease in amperage of primary 
current). 

It was decided to run a short control period 
before decerebration. Dr. Luckhardt (of Chi- 
cago) suggested continuing the administration of 
ether for a time after decerebration. Table III 
presents the results of such an experiment. The 
ether administration began at 10:05 a. m. 

The blood pressure remained high throughout 


TABLE II. 


I og 22. 
Milli- 
amps. Pressure 
32 ; 
33 } 190-120 
29 A 134-102 
28 : 166-112 
26 I 176-120 
27 188-130 


Nov. 14, 1925. 


Pressure 
140- 86 
186-130 

66 146- 98 

72 142- 82 

120-116 

70 80- 40 


Sugar 
96 
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TABLE III 


Dog 29. 

Milli- 
amps. Pressure 
150-132 
170-150 
144-134 
144-136 
146-140 
148-142 


120-106 


Time 


11:30 30 
11:45 28 
12:15 33 
12:30 36 
12:45 ° 36 
1:00 33 i 
Decerebration. Ether continued. 
33 116 39.2 


1:15 
1:30 


the experiment until the very end. The tempera- 
ture steadily increased, reaching the high value 
of 43° C. by the end of the experiment and yet 
the reflex arcs remained irritable, contrary to 
Storm van Leeuwen’s findings on cats. The 
blood sugar was low throughout the experiment, 
showing clearly that anesthesia is possible with 
ether, without a high blood sugar, contrary to the 
author’s impression. 

Two experiments will be reported to show the 
effects which accompany insulin hypoglycemia. 
In Table IV are shown the results of an experi- 
ment using the old method of stimulation. (The 
insulin was furnished, free of charge, by the Eli 
Lilly Co.) Ether administration began at 8:45 
A. M. and decerebration was performed at 9:40. 

The blood pressure record was taken, but not 
preserved. 

The systolic pressure did not drop below 120 
mm. at any time. The temperature was quite 
constant. The late samples of blood clotted in 
spite of the usual amount of oxalate. It will 
be readily seen that as the blood sugar decreased 
after insulin, the irritability increased (greater 
distance between coils). It is just such experi- 
ments which keep a discouraged worker going, 
since they seem to fit in with his impressions so 
well. 

However, all experiments are not so clear cut 
and it is only fair to report some of the unfavor- 
able ones as well. The last experiment to be 
reported is another showing the effects of insulin 
hypoglycemia, using the later method of stimu- 


Feb. 6, 1926, 
Milli- 

Time amps. Sugar Temp. 
2:15 28 103 39.5 
25 39.5 

22 107 39.8 

22 88 39.8 

22 99 40.2 

Ether discontinued. 

114 41.0 

28 110 42.0 
20 97 43.0 


Pressure 
130-120 
142-130 
138-124 
142-118 
134-100 


Sunss 


Sm bas De pe 
Wmv 


142- 98 
144-118 
76- 58 
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lation. Ether administration started at 10:45 
A. M. 

The blood pressure was quite irregular after 
decerebration, but did not fall to a low level 
until the very end. The temperature was a bit 
variable. An increase in irritability precedes the 
fall in blood sugar. However, after the giving 
of insulin the irritability shows a further in- 
crease. Some may claim that decerebration itself 
is followed by an increase in the irritablity of 
the reflex arcs, as it seems in this case, but other 
experiments do not support the claim. There 
were numerous experiments in which decerebra- 
tion was not followed by an increase in irrita- 
bility and the question may need further investi- 
gation. 

Two experiments were done in which glucose 
was continuously injected for a few hours. Even 
when the glucose reached a very high value, no 
decrease in irritability could be demonstrated by 
this method. It may be that if there is a rela- 
tionship between the level of blood sugar and 
irritablity, it holds for only the ranges which 
occur normally in the body and that an increase 
above the renal threshold has no further effect on 
irritability. A lowering of blood sugar other 
than by insulin, or spontaneously during a long 
experiment, has not yet been tried. 


DISCUSSION 


The question as to how the injection of glu- 
cose can stop convulsions remains unanswered 
as does the question as to why convulsions occur 


TABLE IV 


Dog 3. 
Time 
10:30 
10:45 
10:55 
11:00 


Sugar Temp. 


38.5 
166 


100 units insulin 
36 153 
27.5 143 
30.5 107 
39.0 97 


38.5 


38.0 
38.0 
38.0 
38.0 


April 9, 1924. 
Sugar Temp. 
91 38.0 
50 38.0 
50 38.0 
47 38.0 
38.0 

38.0 

38.0 

38.0 

38.0 
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TABLE V 


Pressure 
150-130 
140-110 
136-110 
138-110 
140-110 


104- 92 
120-100 
130-100 


Sugar 
177 
178 


Temp. 
38.0 
38.0 
38.0 206 
38.0 
38.0 217 
Ether discontinued. 


230 


-35 Decerebration. 
92 


51 37.7 
51 37.7 


46 37.7 230 140-110 
46 37.6 


238 134-110 
100 units of insulin. 
37 37.5 140-114 


when the blood sugar falls to a low level. Many 
types of anesthesia show a high blood sugar, yet 
we are not justified in saying that this causes 
the decreased irritability of the nervous system 
since some types of anesthesia, and even ether 
anesthesia occasionally, show no alteration in 
blood sugar. Why do we grow lethargic after 
meals—is it due to circulatory changes alone, 
or does the increase in blood sugar play a part? 
And why are we irritable and wakeful when we 
are hungry? What is the significance of a higher 
blood sugar during natural sleep and of in- 
creased blood and spinal fluid sugar in most 
cases of lethargic encephalitis? 

If sugar bears no relation to irritablity, what 
constituent of the blood is so altered by the in- 
jection of glucose as to cause an almost instan- 
taneous cessation of convulsions? Is it a change 
in phosphorus, calcium or hydrogen ion concen- 
tration? The question is as yet not settled, but 
some of the above factors may be significant. 


CONCLUSIONS 


1. It is probable that a fundamental relation 
exists between the blood sugar level and irrita- 
bility of the nervous system. 

2. Even with the present unsatisfactory 
method of investigation, the irritability of the 
reflex arcs of decerebrate dogs was found to in- 
crease as the blood sugar decreased. This oc- 
curred whether the decrease occurred spontane- 
ously or after insulin. 

3. It is believed that decerebration, as a rule, 
does not cause an increase in irritability of the 
reflex arcs unless the blood sugar falls simul- 
taneously. Dog No. 36 proved an exception so 
this will bear further study. 


Nov. 17, 1926. 

Milli- 
amps. Pressure 
148-112 
144-120 
150-120 
156-130 
140-120 


110- 86 
120-100 
110- 86 
114- 86 
130-104 
130-100 
70- 40 


Temp. 


ne 


33 37.5 
40 37.5 
39 37.5 
34 37.5 
32 375 
100 units of insulin. 
27 38.2 


104 


38.7 98 
39.2 
39.2 85 
39.6 
39.9 54 
40.0 
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4. The irritability of the reflex arcs did not 
disappear even when the rectal temperature rose 
to 43° C. 

5. Attempts to decrease the irritability by 
continuous injection of glucose were unsuccess- 
ful. It may be that the relation holds only for 


the limiting values that occur normally in the 
body. 
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PREVENTION OF COLDS BY ULTRA-VIOLET 


RADIATION 


In 1926, Barenberg, Friedman and Green found that 
infants exposed to ultra-violet radiation improved in 
general health during the first month of treatment but 
contracted an increased number of colds during the 
second, third and fourth months. Accordingly, 
Maughan and Smiley attempted to administer a quan- 
tity of ultra-violet radiation equivalent to that to which 
the ordinary city dweller is exposed during the sum- 
mer. They conclude that irradiation resulted in a 
reduction in the frequency of colds. Barenberg and 
Lewis have completed further experiments in which 
over-radiation was guarded against. Their results 
were no better than before. On the one hand are well 
controlled experiments with negative results in which 
the dosage was large. On the other hand are imperfect- 
ly controlled experiments and success which the investi- 
gators attribute to low dosage. Positive statements, 
faith and investments may well await further evidence. 
(Jour. A. M. A., February 18, 1928, p. 547.) 


DIETARY DEFICIENCIES AND INFECTION 


A study has been made attempting to correlate the 
production of rickets with the susceptibility to tuber- 
culosis. In the white rat, rickets may be produced 
with comparative ease. On the other hand, this animal 
is highly resistant to tuberculosis when the organisms 
are given subcutaneously. Young rats were fed on 
rations presumably adequate with the exception of 
calcium and the anti-rachitic factor. Rickets regularly 
appeared, more readily in cloudy weather than in 
bright. In the group of these animals injected with 
tuberculosis organisms the disease could be demon- 
strated. The series given the defective ration alone 
developed rickets but no tuberculosis, while doses of the 
infecting organisms many times large than those used 
in the rachitic group failed to induce tuberculous lesions 
in a number of rats given an adequate ration. Similar 
results were obtained when the experimental ration 
lacked only vitamin D for several generations. Rickets 
was produced and with it a susceptibility to tuberculosis. 
(Jour. A. M. A., February 4, 1928, p. 386.) 





ACUTE POLIOMYELITIS—A CLINICAL REPORT* 


Stuart W. Apter, M.D. 
Winona, Minnesota 


HE opportunity to study infectious diseases 

to advantage comes chiefly through their ob- 
servation in special isolation hospitals and, as 
was the case during the war, when it is possible 
to observe large groups of individuals under con- 
trol. A great storehouse of information, private 
practice, is often allowed to go unused, or to be 
partially and superficially used. 

The writer has felt that when opportunity 
presents, as for example in the presence of an 
epidemic, use should be made of the cases oc- 
curring in private practice to add to the general 
store of knowledge. Particular emphasis is given 
this point in an effort to remind busy practition- 
ers that they probably have something worth 
while, which they could pass on to their fellow 
physicians. 

With modern methods of study and because of 
the newer knowledge thereby gained, the han- 
dling of certain diseases has been rather highly 
standardized. This is particularly well shown in 
the case of diphtheria. There are many serious 
diseases, however, regarding which the world im- 
patiently seeks information. Discovery that will 
help bring about their control will be very wel- 
come. 

Acute poliomyelitis belongs to the group of 
diseases of uncertain etiology. So far the in- 
fecting agent has not been agreed upon and no 
certain means exists to prevent death or life-long 
crippling. 

This disease has been an unwelcome visitor 
throughout the world, at various times, making 
its visitations with rather clear-cut epidemic 
waves. Following each epidemic trails a group 
of unfortunate cripples who are responsible for 
the horror with which the disease is regarded 
and who point clearly the fact that as yet mastery 
of the condition is not within the grasp of med- 
ical science. 

The work in the research laboratory in connec- 
tion with poliomyelitis is still sufficiently re- 
moved from the handling of this condition in 
private practice so that the two sources of in- 
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formation are not as well correlated as might be 
hoped. 

When a small epidemic of acute poliomyelitis 
visited southern Minnesota the writer planned to 
examine the cases from the point of view of as 
great uniformity as possible and as extensively 
as time would permit. This paper incorporates 
the results of the observations made, and is of- 
fered for any suggestion it may hold and with 
the regret that more detailed study could not 
have been undertaken. 

The cases in the series numbered fifty-one and 
were part of the group occurring in Winona 
County between June and October, 1925, and 
were all seen during the acute or primary stage 
of the disease. During this same period the state 
was visited to the extent of nearly a thousand 
reported cases, both frank and suspected. It 
would seem that the beginning of this epidemic in 
Minnesota was in Winona County, one of the 
gateways to the state from the East. 

Nothing of note preceded the outbreak ex- 
cept that during a mild spring there had been an 
unusually large number of cases of general 
respiratory and gastro-intestinal infections. Be- 
ing popularly referred to as “stomach flu” these 
cases did not differ particularly from the infec- 
tions of the two tracts which have been en- 
countered in the same locality for several years 
and at various seasons of each year. 

It was with some interest, after the epidemic 
had started, that we remembered the rather large 
number of cases seen during May and June of 
the syndrome designated epidemic diaphragmatic 
pleurodynia* which has been described by vari- 
ous observers. This rather striking picture was 
again observed during September and October 
as the epidemic waned. 

While this paper was being prepared the same 
condition was prevalent in this locality during 
the late summer (1926) coincident with the 
appearance of several cases of abortive polio- 
myelitis. 

Pleurodynia being an acute general infection 
with nerve trunk disturbance, in all probability, 
the question is raised as to whether this might 
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be an atypical form of poliomyelitis occurring 
when the infecting agent or its toxin is of low 
virulence, and showing somewhat different selec- 
tive involvement. 

DIAGNOSIS 


There is considerable disagreement among 
physicians when discussing mild or obscure con- 
ditions and there is wide variance of opinion as 
to what constitutes definite evidence for diag- 
nosis of certain disease entities. 

The early symptoms of cases of acute polio- 
myelitis are often so mild or so similar to other 
infections of a less serious nature, that relatively 
little dependence can be placed upon them. Like- 
wise the clinical findings many times are of such 
type that great care must be used in their inter- 
pretation. 

It is unfortunate when one has had a case 
under observation for several days without hav- 
ing done a lumbar puncture, if there then appears 
typical weakness or paralysis. We regret to state 
that this happened in three cases in this series. 

It is obviously inferred that we must allow the 
laboratory to help us very early in the course 
of the disease. Laboratory assistance is chiefly 
from examination of the fluid secured by spinal 
puncture. Blood and urine examinations at the 
present time offer nothing distinctive and bac- 
teriological studies have not yet reached a diag- 
nostic stage. Considerable indirect assistance 
may be the outgrowth of work now being done 
to develop a skin test for susceptibility and to 
find cultural methods for determining carriers or 
infected cases. This presupposes the acceptance 
of a definite causative organism that can be 
readily handled. 

The value of the lumbar puncture in the course 
of all cases, suspected or frank, is inestimable 
and will be alluded to again in this report. We 
feel that it is the most important single weapon 
in the handling of the disease that has as yet 
been advanced. 

In this report cases are designated as paralytic 
forms of poliomyelitis when they present evi- 
dence of a general infection associated with 
paralysis, either transient or permanent, and in 
which the spinal fluid examinations, if made, are 
typical of this disease. 

Non-paralytic or abortive cases are those with 
a clinical picture closely paralleling the cases with 
peripheral nerve lesions and in which the lumbar 
puncture findings are similarly abnormal. 
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The encephalitic type of the non-paralytic 
cases, seen in this series, presented the greatest 
difficulty in diagnosis and occasioned the most 
controversy when discussed. Encephalitic forms 
include cases occurring during the epidemic with 
symptoms referable to the central nervous sys- 
tem, which were strikingly relieved by lumbar 
puncture. The spinal fluid found in these cases 
will be discussed further on in this paper. Cell 
counts of over ten per cubic millimeter are not 
included in the encephalitic group. This, how- 
ever, is a purely arbitrary division. 

That the encephalitic cases have long been 
recognized, and clearly so, is shown in an histor- 
ical note in an article by Lucas? where he states 
that the recognition by Strumpell as early as 
1884, that there was a true cerebral form of 
poliomyelitis, constitutes one of the most impor- 
tant contributions to the study of the disease. 

It has been fairly generally accepted that cases 
with symptoms and signs suggesting encephalitic 
involvement occurring in the course of an epi- 
demic of acute poliomyelitis should be looked 
upon as forms of this disease unless associated 
with some other recognized disease condition. 


THE CLINICAL PICTURE 


No attempt will be made in this report to 
enumerate the classical symptoms of the disease. 
The intent will be to point out the more impor- 
tant symptoms noted in this group of cases. The 
protocols of the series show certain marked sim- 
ilarities. 


Among the cases that died, the children, all 
being old enough to give account of their feel- 
ings, complained of definite headache at the on- 
set. All wanted to lie about, were without 
appetite, and on the night preceding the day of 
onset all slept well. The following day they 
continued to be drowsy and developed backache, 
stiff neck, pain in the neck and vomiting. Fever 
and thirst were present as expected. 

In many cases it is very difficult to determine 
just when the onset occurred because of the 
fact that a number of cases were ill for a day or 
two, and then seemed to return practically to 
normal. The more pronounced symptoms would 
then present, and the course grow progressively 
more severe. Draper® has called attention to this 
feature and referred to the cases as of the “drom- 
edary” type. 

In the whole series the most characteristic 
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TABLE 1 
ACUTE POLIOMYELITIS 
Classification of Cases 





# Sex ~\ 

Paralytic Male Female 

(including deaths) 8 13 
Deaths .. 4 0 4 
Non-paralytic 6 3 
Encephalitic 9 12 
Deaths: Ages 4-7-11-12. 
*Age, 6 mos. 





complaints were headache, pain in the neck and 
back, pain in the extremities, lassitude and slight 
fever. Diarrhea was seen only once, vomiting 
was not: conspicuous, convulsions occurred in 
only one case. Excessive tremor, with periods 
of profuse perspiration lasting hours at a time, 
was an outstanding feature in two cases in the 
encephalitic group. 

When the patients were examined, the signs 
were often very mild and difficult to establish 
as due to poliomyelitis. All of the fatal cases 
had evidence of bulbar paralysis when first seen 
as well as definite loss of muscular function ; one 
case had facial involvement; two, involvement of 
both arms and both legs; and in the third there 
was extensive involvement of back, face and one 
lower extremity. 

One of the deaths was a case seen by us on 
the second day of an acute illness which was 
ushered in with headache, fever and dizziness 
and which was thought to be tonsillitis. A naso- 
pharyngeal swabbing was made because of the 
prevalence of poliomyelitis in the vicinity. This 
gave a negative precipitin test with Rosenow’s 
serum. This was the last the patient was seen 
by the writer. Further history states that for 
three days she seemed practically normal and 
played out of doors as usual. Then there fol- 
lowed a return of the preéxisting symptoms and, 
in addition, stiffness of the neck. The follow- 
ing day there was extensive paralysis. From the 
description it was obvious that she had had re- 
spiratory failure as well as paralysis involving 
both arms and both legs. No lumbar puncture 
was done, nor was serum administered. 

Among the non-fatal cases several things were 
noted with considerable regularity. We were 
impressed with the facial expression which in 
many cases was very similar to that seen in mod- 
erately severe scarlet fever. The cheeks were 
flushed and there was a pronounced circumoral 
and circumnasal pallor, giving the face a drawn 





Age grouping (yrs. 
1-2 2-5 5-10 
1 11 


0 4 
0 3 


) — 
10-18 18 and over 
4 1 


appearance. Stiff neck was quite consistently 
recognizable in all but the younger patients. Pain 
in the neck, and especially on anterior flexion of 
the head, was quite marked. Other signs of 
meningeal irritation, while present in quite a 
number of cases, were not marked. Kernig’s 
sign was frequently absent .though Brudzin- 
ski’s was present in about half of the cases. 
Tenderness in handling many of the younger pa- 
tients was apparent. Opisthotonos was seen but 
twice. In one of these cases the patient had 
spastic involvement alone. There was no toxic 
skin rash observed except when the various reac- 
tions to serum began to be noticed. 

In the encephalitic group the symptoms were 
principally severe frontal or parietal headache, 
pain in the neck and back, sore throat and fever. 
Marked diarrhea was noted in one case. These 
cases were for the most part seen on the first or 
second days of the illness and the most charac- 
teristic finding was stiff neck with severe pain 
on anterior flexion of the head. 


SPINAL PUNCTURE 


The value of spinal puncture is both diagnostic 
and therapeutic. As soon as a case is seen in 
which acute poliomyelitis is even suspected, lum- 
bar puncture should be done. There is prac- 
tically no contraindication to its performance for 
the purpose of securing spinal fluid for exam- 
ination. 

Unfortunately there is often an unwillingness 
on the part of some physicians to do spinal punc- 
tures, possibly because they have had little oppor- 
tunity for practice. The test is extremely sim- 
ple and with just a little care will practically al- 
ways yield results and these without danger to 
the patient. 

Out of fifty-one cases in this series, forty-five 
punctures were done on forty-four patients. In 
sixteen of the forty-five punctures, chloroform 
anesthesia was used, but we feel that with pos- 
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sibly a few exceptions the cases can be handled 
just as well without anesthesia. 

Inasmuch as purulent fluid is not being antici- 
pated during an epidemic of poliomyelitis the 
smaller needles should be used. Special needles 
of 21 gauge were used on children and of 18 
gauge on the adults. The fluid should be collect- 
ed in a series of three tubes which have previ- 
ously been cleaned and sterilized. It is desirable 
to stopper promptly with sterilized corks, and 
arrange to have the fluid examined as soon as 
possible. 

The peculiarities of the fluid in this disease 
have been extensively studied by Neal, Levinson, 
Gay and Lucas, Fraser and others and their 
work shows rather wide variation in the findings. 
Despite numerous monographs on the subject 
there is still some doubt as to the limits of nor- 
mality and the findings which are pathological. 

As a reasonable guide for practical work we 
may take Levinson’s statement that anything 
over 10 c.c. removed under pressure represented 
by an unimpeded flow from the needle of more 
than 10 drops a minute, may be looked upon as 
abnormal. This applies in the case of a patient 
who is not struggling, vomiting, coughing or cry- 
ing or in other ways raising the pressure. 

The use of a manometer is a refinement which 
gives a much more accurate indication of the 
pressure but is not necessary and renders the 
procedure more complicated. No manometer 
readings were made in this series. 

In addition to the data contained in the above 
table, the following general observations were 
made: the fluids were clear except in counts 
above 300 cells, where a ground-glass appearance 
was noted; a straw-colored fluid was encountered 


in one case, which was the only one in the series 
with spastic paralysis alone; macroscopic blood 
was noted in three cases in the first tube but was 
sufficiently absent in the third tube so that it did 
not interfere with cell counting. 

Many of the fluids which showed counts of 
fifty cells or over exhibited a pellicle on standing 


at room temperature. Many cases, regardless of 
the cell count, showed foam after shaking, which 
persisted for some time. No definite explanation 
has been offered, but this phenomenon is asso- 
ciated with the protein content of pathologic 
fluids. 

Globulin, as determined by the butyric acid test 
of Nagouchi, was present in practically all of the 


[April, 1928] 


fluids though in relatively small amounts even 
in cases with moderately high cell counts, and 
whether paralysis was present or not. It was 
present in slight amounts in the encephalitic 
groups even where no cells or a normal cell count 
were found. Pandy’s test is convenient for de- 
termining the presence of globulin and is sup- 
posed to be very sensitive. 

The highest cell counts in this series were in 
non-paralytic cases and these were considerably 
higher than the counts in the fatal cases. The 
mononuclear cells predominated very definitely 
irrespective of whether the case was pre-paralytic 
or whether paralysis had taken place. This is 
consistent with general experience for in but few 
of these cases were the punctures done in the 
first two days of illness. 

A surprising feature was the nearly total ab- 
sence of cells or at most a normal count of three 
to five, in many of the encephalitic cases. This 
occurred despite the fact that there was increased 
globulin and the average quantity of fluid with- 
drawn was higher than in any group except the 
deaths, and the pressure was up to the average 
for the whole series. 

The low counts make many question the right 
to include these as poliomyelitic cases, but in sup- 
port of our contention let it be said that a num- 
ber of observers have noted normal cytology 
with or without slight chemical change. Neal* 
says that the spinal fluid findings may be “so 
slight and the fluid so nearly approach normal 
that it is difficult to make a definite statement in 
regard to the findings.” 

Levinson’ points out that at the present state 
of our knowledge no positive diagnosis can be 
made of poliomyelitis by the fluids findings alone. 
It must not be forgotten, however, that when the 
withdrawal of spinal fluid yields 20 to 40 c.c. 
under markedly increased pressure and the pa- 
tient’s symptoms promptly abate, such cases ex- 
hibit a definitely abnormal condition resulting 
from changes in the arachnoid space. 

A reducing substance was present in all fluids 
examined with Benedict’s solution and it seemed 
to be diminished somewhat in the cases with the 
highest cell counts. No quantitative examina- 
tions were made. 


TREATMENT 


Treatment in all cases was carried out in the 
patient’s homes as no facilities were available in 





ACUTE POLIOMYELITIS—ADLER 


TABLE 2 
LUMBAR PUNCTURES 


No. having 
punctures 


Cases 
Paralytic (including deaths) 21 14 
Deaths 4 3 
Non-paralytic 

Abortive 9 9 

Encephalitic .. 21 22* 
Whole Group 51 45* 











Without 
anesthesia 


Cells 
average 


Average Pressure 

am’t fluid average 
ce. grade 

7 19 1. 91 


3 28 Ft 168 
5 215 J 266 
16 25 E. 3 
31 22 ; 85 


N. B. Pressure is estimated on the basis of O normal, and 1 to 4 degrees of increase. 
*One patient had two punctures, the second not being included in the average. 


the vicinity for hospital care. Obviously this 


type of case could be best cared for in an isola- 


tion hospital. In lieu of this we were obliged to 
arrange the patient’s home to meet our needs. 

Treatment of the cases in this series included 
the usual routine for all acute infectious dis- 
eases, and in addition the writer made use of 
lumbar puncture to reduce pressure. 
impression throughout the epidemic that this one 
thing was important above all else; not merely 
the taking of a small amount of fluid for exami- 
nation but the reduction of the pressure at one 
tapping to as near normal as possible. 


It was our 


It is difficult to convey in words the picture of 
these patients after the spinal fluid has been re- 
moved. In reading the protocols numerous ref- 
erences are made to the great relief experienced 
by the patients, particularly of headache, pain 
in the back and neck. Several times the patients 
would resume the supine position after puncture, 
and with a smile express their appreciation for 
the marked relief experienced. 

The interesting report by Montgomery and 
Cole® on spinal drainage appeared about the time 
these cases in our series were being seen. We 
agree with the main contention in their paper 
with regard to the value of drainage but hoped 
to show that one adequate drainage would pro- 
duce as satisfactory results as repeated spinal 
In their report as it appeared in the 
indicated publication no mention is made of the 
definite amounts withdrawn at any puncture, it 
always being referred to as a large amount, and 
in the tables as from one plus to three plus. The 
statement is made that from three to four punc- 
tures were necessary before the pressure had 
definitely subsided. 

In one case in our series a second puncture 
was done after a three day interval and the fluid 
was found under normal pressure and only 5 


drainage. 


c.c. could be obtained. The cell count had in- 
creased from normal to twenty-five and there 
was a definite increase in globulin. 

The second feature of treatment that was un- 
dertaken was the use of the serum prepared by 
Dr. Rosenow of the Mayo Foundation. It was 
used in twenty-four cases in all; in sixteen be- 
fore paralysis appeared and in eight after paraly- 
sis was present. 

Of the patients receiving serum before paraly- 
sis was present, there were two who later devel- 
oped transient and one permanent paralysis. Of 
the cases where paralysis was present when se- 
rum was given two died, three cleared entirely, 
one improved and two have extensive involve- 
ment at the end of two years. Of six patients 
with paralysis who did not receive serum and on 
whom no spinal puncture was done, three cleared 
entirely and three have paralysis persisting at 
the end of two years. 

It may be fairly said that no conclusion re- 
garding this serum should be attempted from a 
series of this size. Much more important is the 
conclusion reached by Rosenow in a summary of 
a large number of these small series grouped to- 
gether. Such a report is incorporated in a re- 
cent paper by Rosenow and Nickel’ and includes 
the series here presented. Rosenow’s figures cer- 
tainly would indicate that the patient having se- 
rum has a better chance of living and is less liable 
to paralysis than when serum is not given. 

The objections to serum are practically all un- 
important. We had the unpleasant experience 
of having a fairly high percentage of severe se- 
rum reactions. This seems to vary with the dif- 
ferent bleedings of the same horse and would 
probably be reduced considerably were use to be 
made of concentrated serum. 

In the mind of the layman a severe serum re- 
action, especially serum sickness, occurring after 
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TABLE 3 


RESPONSE TO TREATMENT 


No. 


cases 


Type of Treatment 
Lumbar Puncture 
L. P. and serum 
Neither 
L. P. and mercurochrome 
Lumbar Puncture 
L. P. and serum 
Lumbar Puncture 
L. P. and serum 


Type of case 
Paralytic 








Abortive 





Encephalitic 








7— Relief Symptoms——~ Effect on Paralysiss 
Paralysis Persist 
marked mod. slight 
1 
3 4 


3 


cleared at2 years 
1 2 


4 
11 


N. B. Deaths not included above, 4: three had lumbar puncture, and of these, two received serum. One case had neither 


form of treatment. — 1 
was given serum without a lumbar puncture being done. 


use of this agent in a child showing no paralysis, 
creates an unfavorable reaction. If the child is 
paralyzed there is no objection raised. We 
would not, however, let such objection interfere 
with our use of serum in diphtheria or meningo- 
coccic meningitis. 

In only a few cases was serum used as ex- 
tensively as Rosenow advocates and that fact 
should be considered. In practically all of these 
cases the serum was administered after the com- 
pletion of lumbar puncture and the decided im- 
provement noted in the patients, especially the 
prompt relief of their most distressing symptoms, 
preceded the administration of the serum. Ob- 
viously no sudden benefit from the serum could 
be expected, particularly as judged from the im- 
mediate effect on symptoms. 

The care of infantile paralysis cases after the 
subsidence of the acute febrile stage is a matter 
of major importance and because of neglect at 
this period we find hundreds with irremediable 
crippling. 

The treatment of these patients consists in 
complete rest and protection of the affected 
parts during the early weeks and until disappear- 
ance of all tenderness. In this, most parents 
will codperate and there is not a great deal of 
disagreement among authorities as to the wis- 
dom of the procedure. 

It is after the acute stage and during the in- 
terval until the case is placed in the hands of the 
orthopedic surgeon that the general practitioner 
has a genuine responsibility. While most ortho- 
pedic surgeons recommend long rest with main- 
tenance in good position, with bathing and pos- 
sibly light massage, it is here that the terror- 
stricken parents in many cases refuse to remain 


This last case was not seen by us after the second day of illness and died about ten days later. 


No case 


passive—and they demand that something more 
active be done to restore function which in many 
cases will never be restored. 

If the physician in general practice cannot con- 
trol his case during those vital early months he 
will do well to recommend orthopedic care and 
ask to be excused from further responsibility. 

Mobilization either by full or split cast and 
splints will be effective in so far as they are left 
in place. The first mentioned will be left on, 
but has the disadvantage of possibly causing 
more atrophy than where the affected part can 
be handled occasionally and bathed. 

Of seventeen cases with paralysis, three made 
complete recovery without any apparatus, recov- 
ery occurring within a few weeks. Of the re- 
maining fourteen, six had suitable apparatus at 
all times and the families followed the advice 
given in detail. Of these six, four cases were 
returned to normal function within several 
months and the other two were showing marked 
improvement at the end of a year. The remain- 
ing eight either had no apparatus, failed to fol- 
low advice or adhered only in part to the treat- 
ment ordered. Of these, six still showed marked 
residual paralysis when last heard from; one has 
completely recovered, and one has slight residual. 
Sadly enough, the cases most needing treatment 
constitute a large majority of those who would 
not accept the treatment indicated. 


COMMUNICABILITY 


The evidence in this study regarding commu- 
nicability is quite extensive and cannot be pre- 
sented in concise form. In nearly every case 
there was illness in others in the home or contact 
with other known sick individuals. Frequently 
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TABLE 4 








r End Result —— 
Degree Favorable 


Unfavorable 
No. cases % 


Cases paralyzed 
Spontaneous recovery without apparatus 
Suitable apparatus used and advice followed 
Suitable apparatus used and advice followed in 
part 
Neither suitable apparatus used nor advice 
followed 5 











several cases were in close proximity in the same 
neighborhood, and occasionally what appeared to 
be a real problem resolved itself into a simple one 
when it was discovered that several of the cases 
had been to some family gathering or at a picnic 
where they had established contact a short time 
previous. 

It is interesting to note that after the families 
in the city had been urged, through extensive 
newspaper publicity, to keep their children at 
home, the cases were less numerous, and the in- 
teresting observation was made by the local 
health officer that no case of frank paralysis was 
reported as the result of contact with cases that 
had been recognized and placarded. 

Winona Clinic. 


Paralysis Well Imp. 
M. S. 
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OSTEOMYELITIS OF THE SUPERIOR MAXILLA 
IN INFANTS* 


REPORT OF TWO CASES 


T. N. Freminc, M.D. 
Saint Cloud, Minnesota 


The first case of osteomyelitis of the superior maxilla 
in infants reported in the literature was by Douglas 
in the British Medical Journal in 1898. The first case 
reported in American literature was by Posey of Phil- 
adelphia in 1912 in the Journal of the American Med- 
ical Association. 

In 1922 Dr. E. Marx, in the British Journal of 
Ophthalmology, reviewed the thirty-five cases reported 
up to that time, adding three cases of his own. Since 
that time there have been numerous cases reported both 
in the American and foreign literature, and it would 
seem that cases of this type are not so rare as it was 
at one time thought. 

Etiology.—The etiology of the disease is still doubt- 
ful. Whether it is caused by an infection of the tooth 
germs from some condition in the mouth or whether 
it is caused by a suppurative condition of the maxillary 
sinus, I am unable to state. The Koerner Clinic, which 
seems to have investigated these cases closely, hold to 
the view that it is caused by an infection of the un- 
erupted teeth, and with that view the majority of old 
and new writers on the subject agree. 

Paunz of Budapest, in the Zeitschrift fur Ohrenheil- 
kunde in 1926, claims that all cases are due to an an- 
trum’ infection, and many agree with that position. 
Until more detailed investigation of the antrum early 
in the disease is done both by x-ray and puncture with 
washing, the question of its etiology will not be settled. 

Pathology.—The process consists of an osteomyelitis 
of the superior maxilla, the end-result being sequestra- 
tion of the superior maxillary bone. 

Course of disease—The course of the disease is as 
follows: The child becomes suddenly acutely ill, cries 
almost constantly, with prostration, high temperature, 
occasional convulsions, generally some bowel disturb- 
ance, and marked swelling of the alveolar process and 
region of the face beneath the eye on the affected side. 
Later there is a discharge of pus from the nose through 


*Read before the annual meeting of the Northern Minnesota 
Medical Association, St. Cloud, Minnesota, Sept. 12 and 13, 
1927. 
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the pocket of the expelled tooth germs and atthe lower 
edge of the orbital cavity. The eye on the affected 
side usually shares in the inflammation, at least to the 
extent of a severe conjunctivitis. Later, sequestra are 
formed. 

The final result, when the child lives, is a considerable 
deformity of the face and palate with loss of teeth, 
both temporary and permanent, on the side involved. 

Case 4.—Baby Ralph G. became acutely ill four 
months after birth with what the doctor thought to be 
a coryza and cough. He had a high temperature, con- 
vulsive twitching, and a bowel disturbance, complicated 
by what appeared to be a cellulitis of the orbit. At this 
time the child was under the care of another physician, 
and my first contact with the patient occurred after 
the baby had been sick seven weeks. 

At this period the findings were as follows: There 
was a fistula beneath the orbit and two fistule in the 
alveolar process discharging pus. There was also a 
large quantity of pus in the nose. A probe could be 
passed from the fistule in the alveolar process and also 
from the fistula below the orbital cavity into the an- 
trum. The palate was depressed on the affected side 
and this has persisted. 

I passed a trocar into the antrum and washed pus 
from all the fistule. Thinking to improve the drainage, 
and at this time thinking the causative factor to be a 
sinusitis, I made an opening into the antrum through 
the nose for the purpose of drainage, with apparent 
benefit to the child. In about a week the temperature 
dropped to normal, and the only after-care received 
was the removal of sequestra as they formed. About 
a month later the patient developed a periostitis of the 
radius which cleared promptly after drainage. 

Some deformity of the lid and also of the palate 
persists, with loss of teeth on the affected side, but in 
other respects the child appears healthy and vigorous. 

Case 2.—The second patient, also a boy, from Wa- 
dena, was first seen in consultation in the spring of 1925. 

At the age of about four weeks he seemed to de- 
velop a coryza. Soon a swelling was noted beneath 
the orbits, which was opened by the family doctor. In 
the meantime his mother developed a double mastitis, 
becoming infected from the child. The temperature 
remained high for a long period, and when I first ex- 
amined him about three months after the onset of the 
disease, there was a fistula beneath each orbit. Those 
in the mouth were apparently healed, but still some pus 
persisted in the nose. Sequestra were removed from 
the little patient as they developed. 

Nothing new is offered in this paper, but it seems 
to the author to be well worth while to report two cases 
of a very rare disease. 
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OVARIAN CYST* 


REPORT OF CASE 


MartIn S. SIcHEL, M.D. 
Minneapolis 


E. W., a white female, aged 64, was admitted to 
the Minneapolis General Hospital on January 5, 1928. 
The past history was essentially negative. There had 
been six normal pregnancies; no miscarriages. The 
menopause occurred sixteen years ago at the age of 
forty-eight. 

The chief complaint on admission was enlargement 
of the abdomen. The enlargement was first noted one 
year ago, there being a gradual increase during the 
first eight months and a more rapid increase in the 
last four months. The abdomen had finally reached 
a size large enough to make walking difficult and re- 
clining uncomfortable. Associated symptoms were 
weakness, slight loss of weight, shortness of breath on 
exertion, and swelling of the lower extremities. 


Fig. 1. Lateral view of the patient with large ovarian cyst 
before operation. 


Physical examination showed an elderly female in 
good general condition, weighing 247 pounds. The head 
and neck were negative; all the teeth were missing. 
The heart was well within normal limits; there were 
no irregularities or murmurs; the pulse was regular, 


*From the Gynecological Service of Dr. F. L. Adair at the 
Minneapolis General Hospital. 
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good quality, rate 80; the blood pressure was 155/80. 
The lungs were normal; both diaphragms were slightly 
elevated. The abdomen was the site of an enormous 
tumor, entirely filling both the pelvic and abdominal por- 
tions (Figure 1). The contour was round and symmet- 
rical; there was a fluid wave present but no free fluid 
in the flanks. -The circumference of the abdomen just 
above the umbilicus measured 142 cm; the distance 
between the xiphoid and the symphysis pubis was 65 
cm. There was edema of the lower abdominal wall. 
Pelvic examination revealed a relaxed pelvic floor with 
a marked rectocele. The cervix was normal; the 
corpus was small, senile, and pushed far anterior by the 
tumor. The adnexa could not be palpated, the tumor 
having grown out of the lower portion of the pefis. 
Both lower extremities showed a moderate amount of 
pitting edema below the knees; the reflexes were equal 
and active. 


A catheterized specimen of urine was negative. The 


hemoglobin was 100 per cent (Sahli) ; R.B.C. 4,610,000; 
per cent, lym- 


W.B.C. 10,600; polymorphonuclears 65 





Fig. 2. The ovarian cyst weighing 39.5 pounds removed at 
operation. 

phocytes 35 per cent. The Wassermann reaction was 
negative; the bleeding time two minutes and the clot- 
ting time four minutes. 

A diagnosis of a benign ovarian cyst was made; it 
was impossible to decide from which adnexal region it 
originated. 

At operation the tumor was found to be an ovarian 
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cyst with the pedicle on the right side. The left ovary 
was normal. There was no free fluid in the peritoneal 
cavity. There were adhesions to the anterior parietal 
peritoneum but not to any of the viscera. The ad- 
hesions were separated and the cyst removed “in toto.” 
The pedicle was then ligated and the abdomen closed 
in the usual manner. Ethylene anesthesia was used 
throughout; during the course of the operation 500 


Fig. 3. Photomicrograph of cyst wall showing the typical 
columnar epithelium with its vascularized stroma. 


c.c. of 10 per cent glucose solution was given very 
slowly by the intravenous route. There were no signs 
of distress during the release of the intra-abdominal 
tension. 

The cyst was found to be thick walled, fairly sym- 
metrical and weighed 39.5 pounds. It measured 35 by 
33 by 26 cm. (Figure 2). It contained 16 liters (4 
gallons) of chocolate colored pseudomucinous fluid. 
There was one large cavity with several smaller ones 
and numerous small intramural cysts. The wall con- 
sisted of vascularized fibrous tissue, containing oc- 
casional small intramural cysts. The lining epithelium 
consisted of high columnar non-ciliated epithelium, in 
some places almost flattened due to pressure from the 
cyst contents (Figure 3). 

Convalescence was uneventful, the wound healing by 
primary union and measuring 21 cm. in length; the 
contour of the abdomen had almost returned to its 
normal shape. The weight two and a half weeks after 
operation was 188.5 pounds, a loss of 59.5 pounds. The 
patient was discharged in good condition on the 
nineteenth day. 

This case represents a benign unilateral ovarian cyst 
which can be classified as a hemmorhagic pseudo- 
mucinous cyst-adenoma. This is not the true Sampson 
type of chocolate endometrial cyst; it differs in that 
the lining epithelium is columnar, whereas in the Samp- 
son cysts the epithelium resembles closely the endome- 
trial lining of the uterus, being composed of a lining 
epithelium and glandular structures embedded in a 
stroma. It is of interest and reported for its size and 
pathological classification. 
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CARCINOMATOUS CYST OF THE PANCREAS 
REPORT OF CASE 


B. J. GALLAGHER, M.D. 
Saint Cloud, Minnesota 


Simple cyst of the pancreas is quite rare and car- 
cinomatous cyst much more so. In 1920, Judd reported 
forty-one cysts of the pancreas seen at the Mayo 
Clinic up to that time, of which two were malignant. 
In 1924, McWhorter was able to collect nineteen cases 
from the records of the members of the Chicago Sur- 
gical Society and three of these were malignant. On 
account of its rarity I am reporting this case of car- 
cinomatous cyst of the pancreas seen late in 1927. 

A. F., a male aged 79, was seen October 25, 1927. 
He was a well preserved man for his age and had 
been in good health until about ten months before, 
when he began to occasionally vomit without pain 
after eating a large meal. Three or four months be- 
fore coming under observation he began to lose a little 
in strength, to tire more easily and to become short 
of breath on exertion. Only one month before, his 
ankles began to swell after being on his feet for a 
few hours and he noticed that his abdomen was in- 
creasing in size. His appetite was good, he was 
gaining a little in weight, bowels were regular and 
he had only occasionally a little pain in his upper 
abdomen. 

General examination revealed a well nourished man 
of seventy-nine. There was marked dental caries, no 
evidence of jaundice; the heart was enlarged slightly 
to the left, the pulse rate 96 with an occasional irreg- 
ular beat. The lungs showed evidence of slight con- 
gestion at both bases. The abdomen was large and 
the skin over it tense and the lower limbs were 
markedly edematous to the knees. The first impres- 
sion confirmed the patient’s own diagnosis of dropsy. 
Palpation of the abdomen, however, revealed clearly 
that the enlargement was not due to free fluid in the 
abdomen but that a cystic mass occupied the entirc 
upper abdomen and. extended downward below the um- 
bilicus. This might have been mistaken for an en- 
larged liver.. The systolic blood pressure was 190, 


diastolic 90. The urine was normal except for a trace 
of bile; the Wassermann negative, hemoglobin 80 per 
cent, white blood eells 8,200. 

On rest and digitalis for a few days no change was 
noticed. On Nov. 12, 1927, bloody fluid was aspirated 


from the cystic enlargement. 
protein in the Metts tubes. 

On Nov. 26, 1927, under local anesthesia a small up- 
per midline incision was made and the wall of the large 
glistening ivory colored cyst which presented was sewed 
to the peritoneum. After aspirating 3,000 c.c. of bloody 
fluid, a tube was fastened into it. The fluid at this 
time and on several later occasions failed to digest 
protein. Some 500 c.c. of fluid drained daily and grad- 
ually became less bloody, but after a few days a lot 
of foul smelling necrotic tissue began to come through 
the tube also. 

The patient seemed little disturbed by the operation 


The fluid did not digest 
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at first, the swelling left his legs, his shortness of 
breath was relieved and in a few days he was up and 
around the hospital. But he gradually lost strength, 
did not care to eat, became mentally. dull and on 
January 1, 1928, the entire right side became paralyzed. 
After being unconscious for two days, he died on 
January 3. The urinary output had remained good up 
to the time he became unconscious and the blood urea 
had remained normal. Unfortunately no blood sugar 
determination had been made. 

Post-mortem examination revealed a cyst about 10 
inches in diameter in the collapsed state, unattached 
to the parietal peritoneum except where it had been 
sewed and extending downward between the stomach 
and colon to its origin in the head of the pancreas. 
The stomach had been pushed upward into the splenic 
area. The wall of the cyst was about .75-inch thick, 
lobulated and meaty in character with sloughing tissue 


on its inner surface. Microscopically the sections re- 
vealed “dense masses of atypical cells invading all 
parts of the sections. Areas of fibrosis and lymphocytic 
cellular infiltration are present.” The pathologist’s di- 
agnosis was carcinoma of the pancreas of relatively 


low grade malignancy. 


Of the two cases reported by Judd, one lived one 
month after operation and one lived six months. Of 
the three cases reported by McWhorter all were dead 


in three months, though drainage in two cases and 


simple aspiration in one was all that was done. So 
while the prognosis in simple cyst of the pancreas is 
very good even with simple drainage, in carcinomatous 
cyst it is bad. Any attempt to remove a growth of 
this kind in toto would be likely to result in disastrous 
hemorrhage and at the advanced age which most of 
these patients have reached would be a severe under- 
taking. 
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President's Letter 


POT TOMI LM EM ALL 


HERE are two questions of impor- 
tance to the profession which need 
answering. 

First, is there danger of a scarcity 
of doctors? Second, are doctors concentrat- 
ing in the cities to such a degree that the 
country districts are being deprived of nec- 
essary medical service? 

Dr. Pusey and others have repeatedly 
called attention to’ the fact that the number 
of medical graduates has decreased in the 
last 15 years both actually and relatively. 
This is due to a decrease in the number of 
medical schools and to limiting the size of 
the entering classes at a time when the pop- 
ulation has been markedly on the increase. 
This sounds serious; on the other hand— 
do we need as many? 


It is a fairly general opinion among med- ' 


ical men in the Twin Cities that the profes- 
sion is over-manned; and the doctors in 
the small towns I have discussed this ques- 
tion with, have all expressed the opinion that 
there are more doctors in the country than 
¢an make a fair living. The general eco- 
nomic situation has, of course, an important 
bearing on the physicians’ incomes as on 
other incomes. 

There is no doubt that the automobile, the 
the telephone and improved roads have 
greatly increased the range of practice and 
eliminated great waste of time in transpor- 
tation. In addition to this, typhoid fever is 
gone, diphtheria is now treated by giving 
toxin antitoxin in the first year of life, 
scarlet fever is going, cholera morbus and 


infantile scurvy have gone. Seventy per 
cent of confinements are in centrally located 
hospitals. 

It may well be that there are too many 
practising physicians. Accurate information 
on this question in Minnesota is important, 
because, if it is true that there is danger of 
a scarcity, effort should be directed to edu- 
cating more physicians; on the other hand, 
if there are too many, medical schools should 
educate fewer and better. 

Our re-registration law in conjunction 
with compulsory income tax returns gives 
the profession of Minnesota an excellent op- 
portunity to study this problem. We know 
where all the doctors are and they are com- 
pelled to know their incomes. 

Help us get some information about the 
economic status of the practising profession 
by answering the questionnaire in the March 
number of MINNEsoTA MEDICINE, page 194. 

A modifying factor in the result of such 
an inquiry, of course, is the increasing num- 
ber of medical graduates taking full time 
positions, teaching, public health, contract 
practice, etc. 

This information could be obtained much 
easier by the alumni association of our med- 
ical school. Such an investigation covering 
a period of 10 years might be of value to 
those entering the profession. 
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The Early Diagnosis of Tuberculosis 


Although the mortality in pulmonary tuber- 
culosis has shown a decided decrease in recent 
years, undoubtedly as the result of various anti- 
tuberculosis activities, the white plague is still a 
serious problem. The public has been warned 
of the symptoms of the disease and there is evi- 
dence that medical advice is sought earlier than 
formerly. While education of the public is es- 
sential in the fight against tuberculosis the energy 
expended is futile unless the profession is able 
to detect pulmonary tuberculosis in its early and 
curable stages. 

The state-wide campaign for the early diag- 
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nosis was initiated in March by the Minnesota 
Public Health Association and received the ap- 
proval of the Minnesota State Medical Associa- 
tion and the Trudeau Society. The attention of 
the laity was called to the importance of the 
early recognition of the symptoms of pulmonary 
tuberculosis and the message “Let your doctor 
decide” was broadcast by pamphlets, posters, 
radio, lectures and special articles. What was 
quite as important, the profession had its atten- 
tion called to the importance of the early recog- 
nition of the presence of the disease—a pro- 
cedure which it should not be necessary for a 
lay organization to do. It would do no harm, 
however, if our attention were called to this 
point repeatedly. 

In our March issue appeared an article by Dr. 
Gerald Webb of Colorado Springs, Colorado, 
entitled “The Early Diagnosis of Pulmonary Tu- 
berculosis.” In this article were mentioned the 
symptoms that should lead to a thorough exam- 
ination for pulmonary tuberculosis. Some read- 
ers may have felt that some of the symptoms 
mentioned did not point particularly to a tuber- 
culous infection. The onset of pulmonary tu- 
berculosis is, however, notoriously insidious. 
Physical examination of the chest has very 
marked limitations and often the clinician is sur- 
prised at the extent of pulmonary involvement 
portrayed by the x-ray. This being the case, the 
x-ray should be utilized more often than it is. 
While generally available, it is true that a chest 
x-ray is rather expensive—often more expensive 
than it should be—and doubtless respect for the 
patient’s pocketbook often accounts 
omission. 

When we consider, however, that a marked 
lung involvement may exist without cough, how 
often a pulmonary hemorrhage comes out of a 
clear sky, and that a pulmonary lesion can 
progress, as is proven by the x-ray without aggra- 
vation of the symptoms, the importance of x-ray 
diagnosis of pulmonary tuberculosis cannot be 
overemphasized. 

At the same time, a good x-ray chest film is 
invaluable in excluding the presence of pulmo- 
nary tuberculosis. It is perhaps unnecessary to 


for the 
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state that the diagnosis of pulmonary tubercu- 
losis should not be made on the x-ray examina- 
tion alone. For to establish a correct diagnosis 
by #-ray examination in nine cases out of ten 
does not excuse one erroneous diagnosis of the 
presence of tuberculosis with the accompanying 
mental distress to say nothing of the economic 
loss attending proper prolonged treatment. 
Nevertheless, x-ray examination of the lungs is 
one of the most valuable methods of diagnosis 
of lung diseases and is much more valuable than 
physical examination. 

The campaign for the early diagnosis of tu- 
berculosis begun in March should be continued 
indefinitely. 





The Autopsy 


During the past few years, interest in physio- 
logical chemistry has tended to replace interest 
in pathologic anatomy, but it is becoming evident 
that functional tests are of little value unless 
checked by pathological findings; therefore in- 
terest in pathologic anatomy is being revived. 
In 1927 the Council of Medical Education and 
Hospitals of the American Medical Association 
ruled that every hospital, in order to be approved 
for internship, must obtain autopsies in at least 
10 per cent of deaths occurring in the hospital 
after January 1, 1928; and after January 1, 1929, 
that number is to be increased to 15 per cent. 
Furthermore this body at its recent meeting in 
’ Chicago in February, 1928, held, upon the subject 
of the autopsy, a symposium contributed to by 
well known medical educators throughout the 
country. 

At the present time autopsies are obtained 
upon only about .7 per cent of persons dying in 
the United States and of the 578 accredited hos- 
pitals, 367 (65 per cent) obtain autopsies in 
less than 20 per cent of hospital deaths; only 61 
(10 per cent) obtain more than 40 per cent; 
and only 35 (6 per cent) obtain more than 50 
per cent. In this regard Minnesota stands un- 
usually high. Led by the example of the high 


percentage (88 per cent) obtained by the Mayo 
Clinic, both private and charity hospitals through- 
out the state are obtaining from 30 to 70 per cent. 
In Minneapolis, where the members of the De- 
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partment of Pathology perform autopsies for 
any physician, as well a$‘the coroner?’ posi mor- 
tem examinations are held upon 19 per cent of 
the deaths in that city. Furthermore the records 
of all autopsies performed by members and asso- 
ciate members of the hospital staffs, including 
those at the Miller, Ancker,: Gillette, and St. 
Luke’s Hospitals in St. Paul, are all pooled in the 
files of the Department of Pathology at the Uni- 
versity of Minnesota and, for 1927, totaled 1,350 
available for medical statistics, research, or edu- 
cational purposes. 

An autopsy is of benefit to the family of the 
deceased, to the physicians in charge of the case, 
and to the development of medical science. The 
request for it should be presented as a favor to 
the family, as part of the courtesy and service 
offered to the patients in a modern, well equipped 
hospital. The number of autopsies obtained will 
be directly proportional to the time and energy 
expended in trying to obtain them, for a low per- 
centage is largely due to inertia on the part of 
physicians. It has been found that refusals 
usually fall under the headings of sentimental 
objections, the Jewish religion, and activity of 
undertakers, and all of these may be overcome 
by education of the general public through co- 
oper-t*- between pathologists, hospital superin- 
tendents, clinicians, and undertakers. 

The pathologist plays the most important part 
in making a success of the autopsy, for through 
better autopsies come more of them. A per- 
functory post-mortem examination done by an 
untrained person will be an autopsy in form only 
and will be of little value to anyone. It should 
be performed by a well trained pathologist with 
a deft technic who can interpret his findings 
so that they may best explain symptoms and may 
be a definite contribution to medical knowledge. 
If autopsies be given their proper place in the 
medical world, the pathologist will be deserving 
of more consideration, both financial and other- 
wise, than he has received in the past and every 
hospital will be forced by its staff to provide a 
competent pathologist. Only in this way may a 
hospital contribute its share toward the training 
of young physicians, and the development of 
medical science. 

Marcaret Warwick, M.D. 
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Pan-Am-crican Congress of Child Hygiene 

The interest taken in the child and the ad- 
vancement made in the study of its care and 
hygiene has been one of the remarkable develop- 
ments of the past decade. Probably no greater 
proof of this can be offered than the fact that a 
whole congress of nations concerns itself with 
the joint consideration of this topic. 

The Fifth Pan-American Congress of Child 
Hygiene, which met in Havana this past Decem- 
ber, illustrated this point. It was a congress 
composed of all the South and Central American 
republics and of Mexico and the United States 
of North America. It lasted one week and de- 
voted its daily sessions to the discussion of every 
conceivable phase of child welfare. 

The congress was notable in the fact that the 
United States, for the first time, officially par- 
ticipated, and is now a member. Twenty dele- 
gates, representing every field of child welfare, 
were Officially sent from this country. Similar 
delegations were sent by all the other partici- 
pating countries. At the general opening and 
closing sessions of the congress, the President of 
the Cuban Republic presided. 

The numerous sessions, the animated discus- 
sions, the many excellent suggestion~ ered, 
and remedies propounded attested to the great in- 
terest in the subject of child welfare and the rec- 
ognition of its great importance to the State. 
To even a casual observer, it was also clear that 
such congresses are among the most potent ia- 
struments to foster common interests, good will 
and mutual understanding between countries and 
peoples so divergent and different in race, char- 
acter, language, and organization as are the 
Hispano-American and North American re- 
publics. 

It was interesting to note that the problems 
of child welfare are common and quite the same 
in all countries but that the successful treatment 
of these problems often requires widely differing 
measures of procedure and organization. 

The meeting of the next congress will take 
place two years from now in Lima, Peru. The 
success of the congress in Havana bespeaks even 
greater success for similar meetings in the future 
and is an assurance that the ideas for which the 
Pan-American Union stands are not only well 
founded and mutually desirable, but are also 
capable of practical execution. 


F. W. S. 


EDITORIAL 





Sickness and Accident Insurance 


Our attention has been called to a novel form 
of contract medical practice which has recently 
been contemplated in Minnesota. In brief, a so- 
called corporation proposed to furnish a health 
and accident service, very limited in form, where- 
by service of physician, surgeon, osteopath, hos- 
pital, ambulance, drug store and even a lawyer 
were to be provided for a small monthly fee to 
those who signed on the dotted line. In order to 
avoid certain legal restrictions governing insur- 
ance companies in the state, the contract was to 
be made directly with the physician retained and 
was to be renewable monthly at the discretion of 
the corporation. Several jokers in the contract 
made it practically worthless to the layman. One 
serious objection to the proposition as a whole 
was that the patient must avail himself of the 
service of physicians, hospitals, etc., retained by 
the corporation. The proposition is just another 
example of the modern tendency to disturb the 
right of the individual to select his own medical 
treatment. If the proposition were to go into 
effect thousands of individuals in the state would 
doubtless be drawn into the organization by the 
apparent benefits to be obtained and would be 
withdrawn from the field of private practice. 

There is entirely too much tendency nowadays 
for the field of private practice to be cut down 
by the various corporations, beneficial organiza- 
tions and insurance companies (particularly 
those acting under the workman’s compensation 
laws) directing their beneficiaries to specified 
physicians and surgeons. Some beneficial organ- 
izations are expanding to include special rates 
to the families of members. And some beneficial 
organizations do not limit their activities to mem- 
bers alone but the physicians retained are in a 
position to offer rates in private practice to the 
detriment of local fee rates. It is high time 
the organized profession took active measures to 
correct some of the abuses apparent. 

Physicians are at times directed by the insur- 
ance companies to make their charges in indi- 
vidual insurance cases commensurate with the 
insured individual’s economic status. Many such 
cases belong, strictly speaking, in the charity 
group. There is no reason, however, why in- 
sured individuals should be charity cases. Nor 
is the tendency for insurance companies to select 
a physician on a fee basis rather than for pro- 
fessional ability, a healthy state of affairs. 
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Would it not be fair for everybody concerned, 
for the county society or even the state associa- 
tion to adopt a fee schedule? This, we believe, 
would solve some of the difficulties present in 
insurance practice. The adoption of such a 
schedule need not materially affect the present 
variable fees in private practice. 

Sickness and accident insurance is, in our 
opinion, the solution for the high cost of medical, 
hospital and nursing service, to say nothing of 
the economic loss from disability. This insur- 
ance should not and need not disturb the rights of 
the individual to select his own physician and 
hospital. Insurance never will and should not 
fully compensate the insured financially for dis- 
ability sustained. The carrying of this type of 
insurance, however, would materially help the in- 
dividual to meet his obligations when sickness 
or accident comes. 





MISCELLANEOUS 


A PARAGRAPHIC RESUME OF AN ARTICLE 
RECENTLY READ, PERTAINING TO OUR 
MINNESOTA TUBERCULOSIS 
SANATORIA* 


The situations discussed seemed to call for a wider 
reading and comment, particularly on the part of the 
medical profession throughout the state. Therefore, 
some of it is presented in this form, and in order to 
concentrate attention as well as space, it is put in the 
form of numbered paragraphs, each one, in a measure, 
leading up to the next. 

1. A twenty-five year review of tuberculosis preven- 
tion in Minnesota indicates much accomplishment; a 
drop in the death rate per one hundred thousand, from 
something over two hundred to something near eighty, 
?s a magnificent accomplishment. 

2. While it has been proven that even pulmonary 
tuberculosis can be cured, our primary method of in- 
stitutionalizing active cases has long shown that a very 
high percentage “neither get well nor die”; some have 
been housed as long as nine years; many enter and 
leave various institutions, from time to time; the 
problem of itinerant, non-resident consumptives is a 
difficult one. 

3. These sick patients demand in every sense the 
same type of modern hospital construction now ac- 
cepted and understood as the basis of hospitals in gen- 
eral. It is known that some of the early flimsy con- 
struction was a mistake; likewise, the placing of insti- 


*Subject: “Should Our Tuberculosis Sanatoria Be Hospitals, 
Isolation Zones or Health Centers?” Read by E. L. Tuohy, 
M.D., Duluth, Minnesota, before a meeting of the tuberculosis 
sanatoria executives and their boards and the executives of the 
Minnesota state institutions, at the call of the Board of Control, 
meeting at the Gillette Hospital, St. Paul, Minn., Feb. 7, 1928. 
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tutions in inaccessible regions, rendering contro! and 
management difficult. 

4. Unless the sanatoria are to drift into mere “iso- 
lation zones,” then they must energetically treat their 
patients, and that calls for the same intensive staff 
organization, with laboratory and roentgen equipment, 
as is now standard for our general hospitals. To take 
any other attitude is to fill up the sanatorium beds and 
lose the further educational advantages supposed to 
accrue from limited periods of residence within their 
walls. 

5. To continue to send only partially cured patients 
out from the institutions, simply to give some others a 
chance, is as uneconomical as it is medically unwise, 
Therefore, it would seem that extramural sanatorium 
agencies must be built up and maintained. There are 
no extramural agencies that can give the continued and 
non-centralized aid and help that can come from the 
general medical profession and from our general hos- 
pitals. 

6. In the first order, we note the curious trend for 
the general medical profession to abandon any field 
which is entered on a large scale by the state. Witness 
the efforts of most practitioners of medicine to treat or 
keep patients out of the insane asylum! Witness now 
the obvious fact that the moment tuberculosis is con- 
sidered the average doctor loses no time to get the 
patient off his hands and into a tuberculosis sanatorium. 

7. While our tuberculosis sanatoria have been de- 
veloping into hospitals, the latter have been rapidly de- 
veloping into health centers. The “doors are swinging 
out as well as in”; witness the prenatal clinics, those 
for infant feeding, for metabolic disorders, dental, gen- 
eral surgical and medical clinics, with tuberculosis and 
venereal diseases all included—not to mention the 
wholesale eradication of tonsils and adenoids—repre- 
senting a community effort at disease prevention with 
which our sanatoria have nothing noteworthy to com- 
pare. 

8. Dr. Arthur T. Laird, Superintendent of Nopeming 
Sanatorium, has long sensed the situation, and has 
been far ahead of his time: 

(a) He has developed highly efficient out-patient 
lines of communication—two in connection with the out- 
patient departments of the larger Duluth hospitals; reg- 
ular clinic meetings in all of the larger range towns. 

(b) He maintains cordial relations with the physi- 
cians at home, and all specialty examinations are freely 
and readily made. 

(c) While some extra space has been available in 
the two large Duluth hospitals, he has taken over prac- 
tically one floor of a unit in each hospital for tuber- 
culosis. Patients are being cared for at a per capita 
daily rate less than the actual cost at Nopeming sana- 
torium. The greatest ease of surgical and other con- 
sultations is provided; but most of all he has access to 
the fully developed metabolic, roentgen-ray and general 
laboratories, and the patients needing special surgical 
and other attention get it with ease and certainty. 

(d) He attends general staff and pathological con- 
ferences, and brings into the meetings his material. 
This is discussed and analyzed by all the staff doctors. 
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9. Thereby, it can be seen that this, at least, is an 
entering wedge to re-enlist the interest of doctors in 
the problem of tuberculosis. They lost their interest 
for the most part because they thought there was not 
much to do. The surgeon gains back some of it when 
he knows that he can help with thoracoplasty and other 
measures; the general practitioner, while observing the 
course of the patient in the hospital, may take over 
interest enough to establish the same regime in many 
homes where it can be safely put into operation. 

10. The next step should be to place under sur- 
veillance, in their homes, as many ex-sanatorium pa- 
tients as an analysis of their own condition and home 
environment justifies. The extramural sanatorium 
contact with these patients should be maintained either 
through their own regular doctor or through the em- 
ployment of whole or part time physicians who might 
visit them, even as such a doctor now cares for Dr. 
Laird’s sanatorium-controlled patients who are now in 
our general hospitals. 

11. The answer comes that this may work out well 
enough for the larger centers, but cannot be made to 
operate nor apply to the smaller institutions in isolated 
portions of the state. This must be freely admitted. 
And, in doing so, it is only fair to state that while 
these outlying small sanatoria can be, and are, ex- 
cellent health centers, they all too easily fill up with 
patients, as noted above, and unless they have well de- 
veloped out-patient departments and lines of contact 
through the rural districts, there is sufficient rotation 
of patients to justify the community expense involved 
in isolating a few. In the next order, some arrange- 
ment should be made for an exchange of such of their 
patients as need intensive group study and _ possible 
surgery, with those institutions that have the affiliations 
above outlined. 

12. It behooves us to get back of our economy Gov- 
ernor and begin to give some attention to the matter 
of ultimate cost. The constant demand for more bed 
space in our sanatoria, with the ever mounting increase 
in maintenance budgets, calls for a diligent examination 
into the facts concerned, to determine how much of 
this is being devoted to the relief of individual suffer- 
ing, anxiety and responsibility, and how much to a 
community defense of susceptible individuals. 

13. The key-position of the State University is now, 
and has been, lost sight of. The splendid institution at 
Glen Lake, so well conducted by Dr. Mariette and his 
staff, should have been placed somewhere down along 
the river bank, in juxtaposition to the University. For 
exactly the same reason, a psychopathic hospital (as 
asked for in the last three sessions of the legislature) 
should likewise be available. The men in training who 
are to be the future physicians (for the most part) in 
Minnesota, should be trained to know that any person, 
functionally or organically distressed, from any cause, 
is a suitable subject for their ministrations. They 
should be taught and know that every queer child 
should not go to the school for feebleminded; that 
every “odd nut” should not go to an asylum; that 
everybody with a cough should not land in a sana- 
torium. 


14. Finally, a plea is made, possibly not to spend 
less in tuberculosis relief, but certainly more in re- 
search to devise better means to prevent and cure the 
disease. Under that elusive banner “research,” we must 
distinctly differentiate two fields: the one can be carried 
out by those engaged in routine clinical work; it can 
be collaborated in by public health nurses and those 
engaged in social relief. The other is distinctly labora- 
tory in character, and cannot be interrupted by a mix- 
ture of duties and responsibilities incompatible with 
intensive and reasonably secluded study. For this lat- 
ter type, and at the present time, the University at 
Minneapolis and the Mayo Foundation at Rochester, 
are best adapted. Measures should be adopted to delay 
this type of research no longer. 

E. L. Tuony, M.D. 





STATE BOARD REPORTS 


State vs. Vian—The defendant, a lady, was operat- 
ing the Vian Medical Institute at Osakis, Minnesota, 
at the date of my visit to her town. She is a married 
woman about 57 years of age and has been at Osakis 
since last summer. Prior to last summer she manu- 
factured medicine at Williams, Minnesota. She has 
no medical license nor any medical education. She 
claims to be “the champion of the world on cancer.” 

After investigating three cases treated by the de- 
fendant she was arrested for violating the Medical 
Act. She had prescribed her medicine for one Jacob 
Sieben of Sauk Centre, who she claimed was suffering 
from cancer, diabetes and several other ailments. Mr. 
Sieben died in January of this year but his wife had 
saved the balance of the medicine and also had the 
receipt for $15.00 paid to the defendant. 

The defendant hired an attorney who waived her 
preliminary hearing and after several conferences en- 
tered a plea of guilty for his client before Judge Gun- 
derson of the district court of Alexandria, Minnesota. 
The Judge after hearing from the defendant and the 
county attorney administered a most severe reprimand 
to the defendant. The Court imposed a fine of $250.00, 
or, if that was not paid, then she is to serve eight 
months in the county jail. The Court commended the 
work being done and informed the defendant that if 
she was arrested again she would get the limit of the 
law. Sentence was imposed Saturday, March 10, 1928. 

This defendant has been treating advanced cases of 
tuberculosis, cancer, kidney trouble and other serious 
ailments, in her home in Osakis and offered to shoot 
anyone who molested her. 

The attitude of Mr. Ralph S. Thornton, county at- 
torney, and the office of Mr. Emil Lundeen, Sheriff at 
Alexandria, Minnesota, is to be highly recommended. 

State vs. McGraw.—The following is a brief sum- 
mary of the above case. The defendant’s name is Rob- 
ert McGraw (colored) and his address is Villard, Min- 
nesota. He is about 60 years old. 

For some time McGraw has been operating in Min- 
nesota, his specialty being the cure of cancer. He for- 
merly offered his services at Hewitt, Minnesota, and 
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prior to that, it is stated, he lived at New Germany, 
Minnesota. Because of the fact that he has nearly 
everyone in his community either intimidated or firm 
believers in his ability, it was with some difficulty that 
evidence was obtained. 

From May to August last year he treated one Peter 
Thompson, a farmer living three miles from Villard, 
for some form of heart trouble. The fee was to be 
$75.00 cash in advance but Thompson paid only $35.00 
of the same. Thompson still has his heart trouble and 
incidentally he still had some of the medicine. A com- 
plaint was filed at Glenwood, the county seat of Pope 
county, charging a violation of the Medical Act, the 
complaint being filed on March 7, 1928. The defend- 
ant was immediately arrested, hired an attorney, de- 
manded a preliminary hearing, which was accorded 
him on March 8, and he was bound over to the dis- 
. trict court for trial. His bond was set at $500.00, 
which was furnished by two farmers at Villard. 

Three reported treatments of individuals in that 
community were investigated and there is no denial of 
their receiving treatment from McGraw, but they are 
reluctant to testify. McGraw has been treating every- 
thing from asthma to cancer. He is a typical south- 
ern negro and the “highly respected Doctor” of Villard. 
From what could be learned he has absolutely no med- 
ical education but did have plenty of “front” and he 
informed the secretary of the Board that he would 
“show us he was not violating the law.” 

Court convenes at Glenwood on the second Monday 
in June, at which time the defendant will have to stand 
trial unless he changes his plea to guilty. 

Splendid codperation was obtained from Mr. E. R. 
Selnes, county attorney at Glenwood, and Mr. Henry 
Ness, Sheriff of Pope county. 





NEW YORK STATE ESTABLISHES A MINIMUM 
RECORD FOR TUBERCULOSIS DEATHS 


Last year, for the first time in the history of New 
York State, the number of deaths from tuberculosis 
fell below 10,000. In 1900 there were 15,799 deaths 
while in 1927 there were but 9,389. During the same 
perjod of time the population of the state increased by 
over four million. The death rate for the former year 
was 216.9 per 100,000 population while in 1927 it was 
only 81.9. Translated into terms of. human life this 
means that 15,481 fewer people died from tuberculosis 
in New York State in 1927 than would have had the 
1900 rate prevailed. 

Since 1917 the death rate from tuberculosis in New 
York State has been halved. Although this is a re- 
markable record, the State Commissioner of Health, 
Dr. Matthias Nicoll, Jr., says that we should not rest 
on our laurels. Rather should still greater effort be 
exerted to secure more sanatorium beds for the treat- 
ment of tuberculosis to make full use of every such 
facility; and to ensure the examination of every suf- 
ferer from the disease sufficiently early so that a diag- 
nosis may be made at the time when proper treatment 
will have its greatest effect and afford the best oppor- 
tunities for restoration to health. 
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Dr. George G. Eitel* 

George G. Eitel, who died suddenly Feb. 9, 1928, at 
the age of 69, had been for over 30 years an outstand- 
ing figure in the medical circles of Minneapolis and 
the Northwest. 

Dr. Eitel was born on a farm near Chaska, Carver 
County, Sept. 28, 1858. After attending the disirict 
school and later the Moravian Academy in town, he 
first began the study of medicine in the office of Dr. 
J. S. Richardson. After a period spent in earning and 
saving enough money to pay his school expenses, in 
1885 he entered the Minnesota Hospital College. Three 
years later he received his M.D. degree and was 
awarded first prize for scholarship. 

Some time was spent in the clinics of Berlin, a year 
in the University of Pennsylvania and two years in 
practice in Centralia, Washington. 

In 1893 he came to Minneapolis and became an as- 
sistant to Dr. F. A. Dunsmoor and was appointed to 
the surgical staff of Asbury Hospital. 

In 1900 he again went to Germany for 2 year of 
study, and received the degree of doctor of medicine 
from the University of Berlin in 1901. 

Since then Dr. Eitel has practised continuously in 
Minneapolis, since 1912 in his own hospital, of which 
his wife was superintendent. In 1925 he built and 
occupied, with his associates, a fully equipped office 
building, in close proximity to the hospital. 

Dr. Eitel was a Knight Templar, a Scottish Rite 
Mason, a Noble of the Mystic Shrine, a member of 
the Elks’ Club, the Automobile Club, the American 
Medical Association and the American College of Sur- 
geons. At one time he served as first vice president 
of the State Medical Association. 

Quiet, kindly, unassuming, shy about speaking in 
public, Dr. Eitel had not a trace of bombast nor self- 
adulation. “Dr. Eitel achieved material success, but 
material success never for an instant chilled the warm 
and generous and humane impulsés of the man,” 
states an editorial in a leading newspaper. 

Among his legacies to the people of the Northwest 
are the beautiful hospital which bears his name and 
the generous fund left to the University for the 
education of worthy students. 

His influence has been directly felt in every village 
and city of our state and its neighbors through his 
ministrations to the sick. Extraordinary numbers 
have felt the sorrow of his loss, and have said with 
real emotion, “He gave me help when I needed it.” 





_*Read for the Necrology Committee before the regular eve- 
ning meeting of the Hennepin County Medical Society, Minne- 
apolis, March 5, 1928. 





Dr. O. C. Strickler 
Dr. O. C. Strickler, former president of the state 
board of medical examiners and former member of the 
University of Minnesota board of regents, died at his 
home in New Ulm, March 12, 1928. He was 65 years 
old. 


Ora C. Strickler was born at Markham, Ontario, 





Cana‘ 
Eliza! 
uatio 
the | 
gradi 
1885. 
New 
medi 
fessi 
Dr 
and 
Ulm 
pati¢ 
brav 
rug¢ 
ardt 
secti 
H 
and 
1886 
part 
abr 
met 
Mir 


OBITUARY 


Canada, Jan. 7, 1863, and was the son of Daniel and 
Elizabeth (Henderson) Strickler. Following his grad- 
uation from the high school at Markham he entered 
the University of Michigan at Ann Arbor and was 
graduated from the medical department on June 25, 
1885. Dr. Strickler came to Minnesota and located in 
New Ulm, where he opened an office for the practice of 
medicine and continued actively engaged in that pro- 
fession until two years ago in June, when he retired. 

Dr. Strickler became widely known as a physician 
and surgeon within a few years after locating in New 
Ulm. He was one of the old school, who visited his 
patients by the aid of a horse and buggy and sleigh, 
braving the elements to do his duty to humanity. His 
rugged constitution stood him well in hand for the 
arduous tasks required of an early physician in this 
section. 

He soon became one of the best known physicians 
and surgeons in southern Minnesota. In 1888 and 
1889 he took a postgraduate course in the medical de- 
partment of the Berlin university and continually kept 
abreast of the times in his profession. He was a 
member of the Brown-Redwood Medical, Southern 
Minnesota Medical, Minnesota State Medical and 
American Medical Associations as well as the American 
College of Surgeons, and for many years took an ac- 
tive interest in the affairs of each organization. For 
a number of years he was surgeon for the Chicago 
& Northwestern Railway Co. in New Ulm. 

In the midst of an active and arduous practice Dr. 
Strickler found time to devote attention to the public 
service and for many years was a member of the 
local school board. He stood high in the medical pro- 
fession of this state and in 1898 was president of the 
Minnesota State Board of Medical Examiners, and for 
six years, from 1900 to 1906, was a member of the 
Board of Regents of the University of Minnesota. Dr. 
Strickler took an active interest in politics and gave 
much study and thought to political and economic ques- 
tions, not only of local application, but of a national 
and international scope. He was a re ublican in poli- 
tical tenets for the greater portion of his active life. 
He was regarded as one of the republican leaders in 
southern Minnesota for years. He also took an active 
interest in the material affairs of his city and com- 
munity and was a director of the State Bank of New 
Ulm and of the Courtland State Bank for a number 
of years. He was vice president of the former insti- 
tution at the time of his demise. 

Dr. Strickler is survived by his widow and two 
daughters, Miss Vera Strickler, who is teaching in 


Saint Paul, and Miss Leola Strickler, teaching at Mar- 
shall. 





Dr. John Grosvenor Cross 


Dr. John Grosvenor Cross, 57 years old and for 
nearly a quarter of a century prominently identified 
with the Minneapolis medical profession, died March 
5, 1928, in Abbott hospital after a brief illness. 

Dr. Cross was born in Rochester, Minn., May 8, 
1870, the son of Dr. and Mrs. E. C. Cross, pioneer 
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residents of Minnesota, who came to the state from 
New England in 1858. His mother, before her mar- 
riage, was Fanny E. Marcy. r 

After receiving his early education in the public 
schools of Rochester, Dr. Cross attended the Univer- 
sity of Minnesota, from which he was graduated in 
1892 and later attended the Northwestern University 
and Northwestern medical school in Chicago. 

Following his graduation from these schools Dr. 
Cross returned to Rochester, where he engaged in 
medical practice for about seven years, after which he 
went abroad and spent approximately two years study- 
ing in Vienna. 

In 1904 Dr. Cross came to Minneapolis and from 
that time until his death was.engaged in medical prac- 
tice there. During his many years of service he was 
prominently identified with the activities of the Hen- 
nepin County Medical Society, of which he was presi- 
dent at one time and member of the board of trustee. 
He also was a delegate to the American Medical As- 
sociation, president of the Academy of Medicine, a 
member of the faculty of the college of medicine of 
the University of Minnesota and a former chief of the 
medical division of General Hospital. 

During his years of medical practice Dr. Cross also 
was a member of the staff of Abbott, Hill Crest, St. 
Mary’s and Northwestern hospitals. 

He also was a member of the Minneapolis Club, the 
Nu Sigma Nu and Chi Psi fraternities and actively 
identified with the St. Mark’s church. He also was a 
former president of the Six O’clock Club. 

Dr. Cross was married in 1893 to Frances Mont- 
gomery, Minneapolis. He is survived by his wife, two 
sons, Grosvenor M. and Roderic M. Cross, and a 
daughter, Miss Louise Cross, and two sisters, Miss 
Anna D. Cross and Mrs. F. C. Van Dusen, all of 
Minneapolis. 





Dr. P. C. Davison 

Dr. P. C. Davison, 54, of Willmar, pioneer resident 
of Minnesota, died March 3, 1928, at Fort Myers, Fla. 

Dr. Davison had been suffering for two years, and 
died from complications following an operation. 

He was born and reared at Reeds Landing on Lake 
Pepin. He married Miss Ina Morrell of Waseca 
county. He was a graduate of the College of Physi- 
cians and Surgeons. of Hamline university, St. Paul, 
in 1901. He practised at Clara City for 12 years fol- 
lowing his graduation, and later at Austin and Detroit 
Lakes. In 1916 he located at Willmar. 





Dr. George H. Overholt 

Dr. George H. Overholt, 86, who administered first 
aid to members of the Jesse James-Younger gang when 
they were captured following the famous Northfield 
bank robbery, died February 25 at his home in Ken- 
yon, Minnesota. 

Dr. Overholt was also a member of the posse which 
fought with the gang. He was the first physician to 
practice in Kenyon. 
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REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


FIRST COUNCILOR DISTRICT MEETING 


A meeting of the profession belonging to the First 
Councilor District of the State Association of which 
Dr. Melvin Henderson is Councilor, was held March 
13 at the Kahler Hotel, Rochester, Minnesota. 

The meeting was addressed by Dr. C. B. Wright of 
Minneapolis, president of the State Association; Dr. 
H. M. Johnson of Dawson, chairman of the state leg- 
islative committee; Dr. E. A. Meyerding, the state 
secretary; and Dr. W. F. Braasch of Rochester, past 
president of the association. 

A scientific program was presented at 3 p. m. by 
Drs. Lemon, Buie, Braasch, Henderson and O’Leary, 
members of the Mayo Clinic. Dinner in the evening 
was attended by some sixty members. 





UPPER MISSISSIPPI MEDICAL SOCIETY 


Dr. Mary Ghostly of International Falls was elected 
president of the Upper Mississippi Medical Society at 
the meeting held in Brainerd in February. 

Other officers are Dr. A. T. Agnew, International 
Falls, first vice-president; Dr. Paul Kenyon, Wadena, 
second vice-president; Dr. C. E. Anderson, Brainerd, 
third vice-president; and Dr. G. I. Badeaux, Brainerd, 
secretary-treasurer. 

Dr. Einar Johnson of Bemidji and Dr. M. P. Gerber 
of Brainerd were named delegates to the state con- 
vention in Minneapolis in June with Dr. E. H. Marcum 
of Bemidji and Dr. H. A. Carlson of Brainerd, as al- 
ternates. 





MINNEAPOLIS SURGICAL SOCIETY 


The March meeting of the Minneapolis Surgical So- 
ciety was a dinner meeting held at the Nicollet Hotel, 
March 1. Dr. Dallas B. Phemister of Chicago gave an 
illustrated address on “Bone Sarcoma.” Dr. Phemister 
is chairman of the Committee on Bone Sarcoma Reg- 
istry of the American College of Surgeons. 





GOODHUE COUNTY MEDICAL SOCIETY 


At the annual meeting held March 14, 1928, the fol- 
lowing officers of the Goodhue County Medical Society 
were elected: 

President, Dr. L. A. Steffens, Red Wing; vice-pres- 
ident, Dr. H. P. Sawyer, Goodhue; secretary-treasurer, 
Dr. S. H. Anderson, Red Wing; censor for three 
years, Dr. A. W. Jones, Red Wing; censor for two 
years, Dr. A. E. Johnson, Red Wing; censor for one 
year, Dr. A. A. Conley, Cannon Falls. 

Dr. M. W. Smith of Red Wing was elected delegate 
to the State Association, with Dr. L. E. Claydon, Red 
Wing, as alternate. 
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OF GENERAL INTEREST 


Dr. J. J. Kolars of Montgomery, Minnesota, 
located at LeSueur Center for the practice 
profession. 


> now 
f his 


Announcement of the 1928 executive committee for 
the Minnesota Public Health association has been made 
by Dr. J. A. Myers, Minneapolis, president. 

Dr. Clifford E. Henry of Minneapolis attended the 
meeting of the American College of Physicians in New 
Orleans, which was held during the week of March 5, 


The new Presbyterian Hospital, the first unit of the 
new $40,000,000 medical center in New York City, was 
opened last month. The building houses, besides the 
Presbyterian Hospital, the Sloane Hospital for Women 
and the Squier Urological Clinic. 


The Twin City Association of Clinical Technicians 
has announced the maintenance of a registry of qual- 
ified laboratory technicians. From this registry techni- 
cians can be obtained by calling either Miss Elizabeth 
Gernhart, General Hospital Laboratory, Minneapolis, 
or Miss Frances Hyslop, St. Luke’s Hospital Labora- 
tory, Saint Paul. , 


At the February meeting of the Minnesota Patho- 
logical Society held at the Institute of Anatomy, Uni- 
versity of Minnesota, George O. Burr gave an address 
on “Vitamins from the chemical standpoint.” Dr. C. M. 
Jackson addressed the meeting on the subject of “Vita- 
min deficiencies” and a case report on “Linitis plastica” 
was given by Dr. T. G. Fitzgibbon. 


Dr. Charles E. Proshek of Minneapolis has been ap- 
pointed by the Czecho-Slovakian government as hon- 
orary consul for Czecho-Slovakia for Minnesota, North 
Dakota and Montana. Dr. Proshek will be the first 
man to represent the Czecho-Slovakian republic in the 
Northwest. Dr. Proshek was born in New Prague, 
Minnesota, where he formerly practiced his profession, 
and is a graduate of the University of Minnesota. 


Members are Dr. H. Longstreet Taylor, St. Paul, 
president of the National Tuberculosis Association; Wil- 
liam A. Laidlow, St. Paul, secretary of the Northern 
Pacific Railway Beneficial Association; Dr. O. E. Lock- 
en, Crookston, president of the Norman-Polk County 
Sanatorium Commission; Dr. A. T. Laird, Duluth, su- 
perintendent and medical director of Nopeming Sana- 
torium; Alfred E. Koenig, Americanization secretary 
for the Minneapolis Y. M. C. A.; and Mrs. J. A. 
Thabes, Brainerd. 


Dk, H. LONGSTREET TAYLOR HONORED 

Medical and health organizations of Minnesota united 
in paying tribute to Dr. H. Longstreet Taylor, pioneer 
tuberculosis worker of the Northwest and president 
of the National Tuberculosis Association, at a banquet 
held at the New Nicollet Hotel, Minneapolis, Wednes- 
day, March 28, at 6:30 p. m. The event was the an- 
nual banquet of the Lymanhurst medical staff, which 
sponsored the affair. Active codperation was given 
by the Minnesota Public Health Association, Hennepin 
County Tuberculosis Association, Trudeau State Med- 
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NEW AND NON-OFFICIAL 
REMEDIES 


ical Society, and the Ramsey County Public Health 
Association. 

Dr. W. A. Evans, Chicago, editor of “How to Keep 
Well” column for a newspaper syndicate and professor 
of Public Health at Northwestern University Medical 
School, and Dr. Louis B. Wilson, director of the Mayo 
Clinic laboratory and Mayo Foundation professor for 
the University of Minnesota, were the principal 
speakers. Dr. F. E. Harrington, commissioner of 
health, Minneapolis, acted as toastmaster. 

Dr. Taylor’s effort in the interest of the tuberculosis 
fight in Minnesota dates back to 1890. His first article 
to show the need for an institution for the care of tu- 
berculous patients was published in 1893. In 1899 he 
made an attempt to care for a few tuberculosis pa- 
tients in tents on the Ramsey County poor farm, in- 
troducing open air treatment into Minnesota. 

Largely through Dr. Taylor’s efforts, a bill for the 
establishment of a state sanatorium was introduced 
into the Legislature in 1901. Two years later the Leg- 
islature appropriated $25,000 for sanatorium and cre- 
ated a permanent Advisory Commission, of which Dr. 
Taylor was a charter member and on which he served 
until 1918. The first permanent sanatorium in Minne- 
sota was opened by Dr. Taylor at Pokegama in 1905. 
He was leader in an unceasing campaign to pass leg- 
islation making possible county sanatoria, and this bill 
was finally passed in 1913. 

Dr. Taylor has been Minnesota’s outstanding figure 
in the anti-tuberculosis campaign constantly since the 
early days of pioneering. He was one of the organizers 
of the official tuberculosis organization of the state— 
now known .as the Minnesota Public Health Associa- 
tion—in 1906 and has been closely identified with its 
activities ever since, serving as president in 1924, 1925 
and 1926. Last year he received the highest honor that 
can be paid a tuberculosis worker in this country— 
presidency of the National Tuberculosis Association. 

This pioneer leader has been truly called the “father 
of the tuberculosis movement in Minnesota.” He has 
lived to see a state without facilities for the care of 
even one consumptive develop into one known through- 
out the country for its excellent chain of sanatoria; 
to see the tuberculosis death rate cut almost in half, 
and a public indifferent and ignorant concerning tuber- 
culosis become interested and informed on the subject. 
To Dr. Taylor’s indomitable spirit, which failed to be 
daunted by apathy and opposition in those early days, 
to his untiring energy, and generous expenditure of 
time and money, may go a great share of credit for 
what has been accomplished. 


Some 424 reservations have already been made for 
the homecoming banquet of medical alumni of the Uni- 
versity of Minnesota to be held June 13 at the time 
of the A. M. A. meeting in Minneapolis. A golf tour- 
nament is being planned for the afternoon of the same 
day. Medical alumni are urged to send in their reser- 
vations for the banquet if they have not already done 
so. These should be sent to Dr. N. O. Pearce, chair- 
man, Homecoming Headquarters, 119 Administration 
Building, University of Minnesota, Minneapolis. 


The Council in Pharmacy and Chemistry has accepted 
the following articles: 
HerMeEs-Groves Darry Co.: 
Bacillus Acidophilus Milk-Hermes. 
LEDERLE ANTITOXIN LABORATORIES : 
Anterior Pituitary Desiccated-Lederle. 
Posterior Pituitary Desiccated-Ledesle. 
Whole Pituitary Desiccated-Lederle. 
Eur Litty & Co: 
Iletin (Insulin-Lilly) U-100, 10 c.c. 
Liver Extract No. 343. 
H. K. Mutrorp Co.: 
Sterile Solution of Dextrose (d-Glucose) 50 c.c. 
Double End Vial. 
SHarp & DoHME: 
Hexylresorcinol Solution S. T. 37. 


TRUTH ABOUT MEDICINES 


Bacillus Acidophilus Milk-Hermes—A whole milk 
cultured with B. acidophilus. It contains not less than 
200 million of viable organisms (B. acidophilus) per 
c.c. at the time of sale. For a discussion of the actions, 
uses and dosage of bacillus acidophilus preparations, 
see New and Non-official Remedies, 1927, p. 216, “Lac- 
tic Acid-Producing Organisms and Preparations.” 
Hermes-Groves Dairy Co., Pittsburgh. (Jour. A. M. A., 
January 14, 1928, p. 117.) 

Phanodorn.—Cyclobarbital—Phanodorn differs from 
barbital (diethyl-barbituric acid) in that one of the 
ethyl groups of barbital is replaced by a cyclohexenyl 
group. The actions and uses of phanodorn resemble 
those of barbital, but it is more than twice as active as 
barbital and the therapeutic dose is correspondingly 
smaller. It is eliminated more rapidly than barbital; 
hence the action is not so lasting. This is an advan- 
tage when it is used merely to put one to sleep where 
sleep will then continue without its further action. It 
is used mainly for its sedative action. Winthrop Chem- 
ical Co., Inc., New York. (Jour. A. M. A., January 
14, 1928, p. 117.) 

Sterile Solution of Dextrose (d-Glucose) 50 c.c. Dou- 
ble End Vial—Each vial contains Dextrose, U.S.P., 25 
Gm.; cresol, 0.1 per cent; distilled water, to make 50 
c.c.; buffered with dibasic sodium phosphate anhy- 
drous and potassium biphosphate anhydrous. H. K. 
Mulford Co., Philadelphia. 

Hexylresorcinol Solution S. T. 37—A solution of 
hexylresorcinol-S. & D. (New and Non-official Rem- 
edies, 1927, p. 320), 1 part, in a liquid composed of 
glycerin 30 per cent and water 70 per cent, 1,000 
parts. Sharp & Dohme, Baltimore. 

Tletin (Insulin-Lilly) U-100, 10 c.c—Each cubic cen- 
timeter contains 100 units of insulin-Lilly (New and 
Non-official ‘Remedies, 1927, p. 198). Eli Lilly & Co., 
Indianapolis. (Jour. A. M. A., January 28, 1928, p. 
293.) 
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Ephedrine.—Ephedrina.—Ephedrine base—An alka- 
loid derived from Ephedra equisetina. The actions 
and uses of ephedrine are the same as those of the 
ephedrine salts. The free alkaloid is employed in me- 
diums, such as oils, in which it is more soluble than 
the salts. Ephedrine occurs as an unctuous, almost 
colorless solid. It is soluble in alcohol, chloroform, 
ether and water. 

Ephedrine-Lilly—A brand of ephedrine-N. N. R. It 
is supplied in the form of Inhalant Ephedrine Com- 
pound-Lilly, containing ephedrine-Lilly 1 per cent (by 
weight) in a liquid composed of menthol, 0.66 Gm.; 
camphor, 0.66 Gm.; oil of thyme, 0.31 c.c.; liquid pet- 
rolatum to make 100 c.c. Eli Lilly & Co., Indianapolis. 

Pollen Extracts-Cutter (New and Non-official Rem- 
edies, 1927, p. 34; Jour. A. M. A., June 11, 1927, p. 
1891).—Also marketed in single vial packages con- 
taining 5 c.c. of a 1:100 solution. Cutter Laboratory, 
Berkeley, Calif. 


Pollen Extracts Concentrated-Cutter—Liquid ob- 
tained by extracting the dried pollen of plants with a 
liquid consisting of 67 per cent of glycerin and 33 per 
cent of a buffered saline solution. For a discussion 
of the actions, uses and dosage, see Allergic Protein 
Preparations, New and Non-official Remedies, 1927, 
p. 23. 

Mesurol (Benzobis).—A basic bismuth salt of meth- 
oxyhydroxybenzoic acid containing from 54 to 57 per 
cent of bismuth. Mesurol is proposed as a means of 
obtaining the systemic effects of bismuth in the treat- 
ment of syphilis (see New and Non-official Remedies, 
1927, p. 99, Bismuth Compounds). The drug is sup- 
plied in the form of emulsion mesurol, 20 per cent for 
intramuscular administration. Winthrop Chemical Co., 
Inc., New York. (Jour. A. M. A., October 22, 1927, 
p.. 1427.) 

Liver Extract No. 343.—A water-soluble, nitrogenous, 
non-protein fraction obtained from fresh mammalian 
liver, manufactured under direction of the Committee 
on Pernicious Anemia of the Harvard Medical School. 
It is supplied in vials containing an amount of powdered 
extract (3 to 4 Gm.) representing 100 Gm. of fresh 
liver. Liver Extract No. 343 is used in the treatment 
of pernicious anemia. Only preliminary observations 
have been made concerning its value in conditions other 
than pernicious anemia; apparently it is of value in 
some other types of anemia, but definitely seems to be 
of little or no value in many cases of or “nary secon- 
dary anemia. Liver Extract No. 343 is administered 
orally. Eli Lilly & Co., Indianapolis. (Jour. A. M. A., 
February 4, 1928, p. 385.) 


Compound Syrup of Calcreose-—A syrup containing 
in 100 cc. calcreose solution (New and Non-official 
Remedies, 1927, p. 123) 33.3 c.c.; alcohol, 5 c.c.; ex- 
tractives from wild cherry, 4 Gm. (20 grains per fluid- 
ounce) ; chloroform, 0.6 c.c. (3 minims per fluidounce) ; 
peppermint and other aromatic drugs. Maltbie Chem- 
ical Co., Newark, N: J. 

Anterior Pituitary Desiccated-Lederle—The anterior 
lobe of the pituitary gland of cattle, dried and 
powdered, without the addition of preservative or dil- 
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uent. For a discussion of the actions, uses and dosage 
see Pituitary Gland, New and Non-official Remevies, 
1927, p. 285. The product is marketed in the form of 
tablets containing 2 and 5 grains respectively. Lederle 
Antitoxin Laboratories, New York. (Jour. A. M. A,, 
February 11, 1928, p. 463.) 

Posterior Pituitary Desiccated-Lederle—The _ )os- 
terior lobe of the pituitary gland of cattle, extracted 
with acetone, dried and powdered. For a discussion 
of the actions, uses and dosage see Pituitary Gland, 
New and Non-official Remedies, 1927, p. 285. The prod- 
uct is marketed in the form of tablets containing 1/10 
grain. Lederle Antitoxin Laboratories, New York. 

Whole Pituitary Desiccated-Lederle—tThe pituitary 
gland of cattle, including the infundibulum and the 
anterior and posterior lobes, dried and powdered, with- 
out the addition of preservative or diluent. For a 
discussion of the actions, uses and dosage see Pituitary 
Gland, New and Non-official Remedies, 1927, p. 285. 
The product is marketed in the form of tablets con- 
taining 1 and 3 grains respectively. Lederle Antitoxin 
Laboratories, New York. (Jour. A. M. A., February 
18, 1928, p. 545.) 





PANCREOLS 


In the advertising of the Drug Products Co., Inc., 
Pancreols (formerly called Insulols) are claimed to 
be rectal suppositories “Containing Specially Prepared 
Desiccated Pancreatic Hormone-bearing Substance 
Containing the Active Principle of the Islands of 
Langerhans.” In effect this preparation offers insulin 
for rectal administration. Scientific evidence has not 
been offered for the value of this product. The rectal 
administration of insulin has been found of little or no 
value, as compared to the subcutaneous route, against 
glycemia, glycosuria or acidosis. The rectal adminis- 
tration of insulin belongs to the class of methods 
which are “either mechanically difficult, inconclusive, in- 
constant, or wasteful of the drug.” No preparation of 
the Drug Products Co., Inc., has been accepted by the 
Council on Pharmacy and Chemistry for inclusion in 
New and Non-official Remedies. A number of this 
firm’s products have been reported on unfavorably, 
namely; Pulvoids Calcylates, Pulvoids Calcylates Com- 
pound, and Pulvoids Natrium Compound. (Jour. A. 
M. A., July 16, 1927, p. 229.) 





BATHROOM HEATER AS A 
MEDICINE” 


Electric heaters, dignified by the name of infra-red 
generators and adorned with enamel and nickel, are 
being sold to the public at high prices as potent thera- 
peutic agencies. The book of uses which always ac- 
companies a bathroom heater when it is sold as a 
therapeutic agent, usually appears to be the work of 
one whose chief qualification was that he had access 
to a medical dictionary. True, these lamps generate 
infra-red rays, but so does a steam radiator or any 
other hot body. (Jour. A. M. A., February 4, 1928, p. 
388.) 


“PATENT 
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PROCEEDINGS OF THE MINNE- 
SOTA ACADEMY OF MEDICINE 
Meeting of December 14, 1927 
The regular monthly meeting of the Minnesota 
Academy of Medicine was held at the Town and Country 
Club on Wednesday evening, December. 14, 1927. Din- 
ner was served at 7 p. m. and the meeting was called 
to order at 8 p. m. by the President, Dr. John E. Hynes. 

There were 32 members and 1 visitor present. 

A Committee consisting of Dr. George Senkler, Chair- 
man, Dr. John Armstrong, and Dr. C. N. McCloud, 
was appointed to draw up suitable resolutions on the 
death of Dr. Anton Shimonek, a fellow member. 

The scientific program of the evening consisted of 
case reports and papers as follows: 

1. Dr. E. L. Tuony (Duluth) reported a heart case 
and showed specimen. This showed calcareous aortic 
valve cusps, aortic stenosis and insufficiency, with ex- 
treme cardiac hypertrophy. 

This is a 1,120 gram heart, but if it showed nothing 
more than its size I would not present it. But a man, 
44 years of age, in apparently good health, fourteen 
months ago consulted me. He gave no history of 
rheumatism or syphilis, but he had a diastolic murmur, 
an aortic insufficiency, and a very loud systolic murmur 
heard over the aortic area; he complained of hoarse- 
ness, and had raised blood on two or three occasions— 
not large amounts, however. His diastolic pressure 
was reduced a little, and the systolic pressure moder- 
ately elevated. There was no history, as I have said, 
of rheumatic fever. 

Because of the aortic insufficiency I naturally thought 
of syphilis, but four or five blood Wassermanns taken 
were negative. He was given anti-syphilitic treatment 
on suspicion, in any case, from which he received no 
benefit. 

X-ray studies made at that time were fluoroscopic, as 
there are no plates on file. However, plates taken two 
weeks before death show a large heart, both to right 
and left. When first seen, the fluoroscopic examination 
was somewhat indicative of syphilis, in that the 
ascending aortic arch bulged slightly to the right. 

He was studied ten months later at Rochester, where 
it was stated they studied him carefully—made spinal 
punctures, etc.—with no evidence of syphilis. He then 
had some spitting of blood and extreme dyspnea, as 
his condition grew worse. 

This heart falls into a typical group described by 
Monckeberg, and brought to our attention first by Drs. 
Bell and Clawson* of the University of Minnesota. 
The weight of this heart (1,120 grams) is obviously 
made up from the huge and massive muscle. It is the 
type of concentric enlargement that spells enormous 
overwork. Interestingly and characteristically, there is 
a perfectly soft, pliable aorta, but absolutely calcified 
aortic cusps. 

Those of you who are interested should read the 
splendid contribution of Drs. Bell and Clawson, and 
look up their references. At one of our special Heart 


*Bell, E. T., and Clawson, B. J., “Comparison of Acute Rheu- 
matic and Subacute Bacterial Endocarditis.” Arch. Int. Med., 
37 :66-81, April, 1926. 
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Society meetings, Dr. Clawson asked the clinicians 
present to be on the lookout for this disorder, in order 
to assist in interpreting the sequences that. lead up to 
the extraordinary incapacitating heart lesions. 

The mechanical factors leading up to the globular 
concentric hypertrophy have long been fully under- 
stood, once aortic stenosis of high grade is established. 
Allbutt, years ago, emphasized the protective influence 
this lesion gives the aortic wall, saving it from the 
force of vigorous unloading of an overfilled and en- 
larged left ventricle, so often seen in pure aortic in- 
sufficiency and hypertensive states. But why the local- 
ization of so much chalk in the valve cusps? This is 
still a mooted point, and Clawson seems to lean toward 
a primary infectious or rheumatic damage to the valves, 
followed later by the disastrous deposits. It is to be 
noted that as usual, for the entity, this man developed 
it at least a decade before the usual extensive athero- 
sclerotic deposits are expected, and he didn’t have them 
in the usual sites elsewhere. Hence, we are led to 
suspect some local damage precipitating the degenera- 
tive avascular trends, and the result thereafter is all 
mechanical. Certainly syphilis plays no part. 

A year ago Dr. Henry Ulrich, of Minneapolis, in 
giving a report of his work, stated that clinicians 
were rather too loath to diagnose aortic stenosis. So 
much error has crept into the over-diagnosis of systolic 
murmurs at the base of the heart that there is good 
cause for hesitation in assuming the presence of true 
stenosis. Nevertheless, we have other clinical signs 
abundantly confirmatory of this lesion, not to mention 
the classical fluoroscopic and roentgen silhouette and, 
as demonstrated in this instance, we should be more 
courageous in making the diagnosis. With particular 
attention to the curious calcareous valve cusps here 
found, we should realize that, in addition to customary 
rheumatic disease or syphilis, we have a third etiologic 
agent to conjure with in aortic valve disease. 


2. Dr. A. Scowyzer (St. Paul) reported two cases 
as follows: 
(a) The case is that of a woman with a tumor in 


the pelvis and another in the right pubic area. One 
doctor thought it was malignancy in the pelvis with 
metastasis in the inguinal gland. However, we found 
that the tumor in the pelvis was probably a fibroid of 
the uterus. It was the size of a grapefruit. The tumor 
which was in front of the right inguinal and pubic 
region seemed to me to be adherent to the right in- 
guinal ring. It was about the size of a man’s fist. 

We made an exploratory incision and found a fibroid, 
much larger than shown in the diagram here. The 
uterus was unicorn. There was no tube or ovary on 
the right side. On the left side there was a large 
hydrosalpinx and a normal ovary. On the right side 
one could see in the depths of the pelvis a large band 
running up retroperitoneally from the uterus to the 
inguinal region. The pubic tumor was very tense, 
cystic. It was a hydrocele. The solid part in it was 
the right ovary with two walnut-sized cysts. In the 
solid tissue between the two cysts we found (micro- 
scopically) ovarian structure. The pedicle was quite 
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vascular and fleshy. The thick and fleshy round liga- 
ment went off into this ovarian pedicle. Here we had 
a descent of the ovary rather exactly as in the male the 
testis descends. 

(b) Another case of interest is that of a man 55 
years of age. He had had stomach trouble more or 
less all his life. His real misery dated from October 
1, 1926, when he had been at a banquet and had had 
too much to eat and drink. He vomited, and since 
then he had been feeling bad. Dr. Schons made +#-ray 
plates, and a tumor in the duodenum was prettily dem- 
onstrated. The x-ray plates showed a filling defect 
near the pylorus (plates shown) and this showed up 
in all the plates. Dr. Schons made a Cole-Graham 
test of the gallbladder, and we learned this organ 
did not function. Dr. Lepak then referred the case 
to me. It seemed that the patient had as much trouble 
from the gallbladder as from the tumor; at least the 
symptoms impressed me in this way. 

On opening the abdomen we found that the duodenum 
was thickened and it felt as though it contained a coiled- 
uptapeworm. We then remembered the +-ray plates, and 
forced the mass up and found it entered partly through 
the pylorus. The duodenum being far over on the 
side, it was much easier to approach the mass from 
the stomach, which we did. A gastrostomy of a length 
of about 5 cm. was made. Part of the tumor had been 
pushed into the stomach. The pylorus was now held 
open by small retractors. We found the attachment 
of the tumor just beyond the pylorus, running from 
the lower aspect of the pyloric ring down for about 
1%4 cm. The pedicle was clamped and the whole tumor 
(6-7 cm. long and as thick as one’s thumb) was taken 
out. We then took the gallbladder out and closed the 
abdomen tight. The gallbladder wall contained strep- 
tococci. 

The patient is free from untoward symptoms after 
a very smooth recovery. We took the gallbladder out 
partly on account of the fact that the history pointed 
that way and because the gallbladder was found to be 
adherent from tip to bottom. On the upper aspect of 
the liver there was a large white area. The cystic duct 
felt firm—like a cord. We could not make out any 
enlarged glands. 


Dr. H. W. Jones (Minneapolis) gave a further re- 
port on the case of a man who was injured by a 
derrick falling on him, causing a rupture of the dia- 


phragm. (First reported at the meeting of Sept. 15, 
1926.) 

This man (patient presented) is a case I reported on 
two or three times before, who was crushed by a der- 
rick. His shoulders were pushed down to his hips. 
When he was brought in, from his neck up he was just 
as black as could be—purple—and was bleeding from 
both ears, with hemorrhage into the conjunctive, and 
just about dead. We simply tried to sustain him and 
build him up, and after he got some better we started 
to x-ray him. The x-ray report was that he had hy- 
drothorax. We put needles in but could not get any 
fluid, so finally began studying him over to see what 
we could find and, on giving him a barium meal, found 
this condition. 
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X-ray plate 1. This plate shows the stomach above 
the diaphragm and in the right chest. We could see 
the meal pass from the esophagus, which was in nor- 
mal position, up into the right chest. 

X-ray plate 2. This, taken later, shows the stomach 
and small bowel in the right chest. 

X-ray plate 3. A barium enema was given and here 
is the large bowel above the diaphragm, almost to the 
second rib. The liver is under the diaphragm. The 
large bowel passes almost directly from the sigmoid 
flexure to the second rib on the left side and from 
there almost directly to the normal position of the 
appendix. 

We opened the abdomen to see what the conditions 
were. We found the entire diaphragm on the left 
side was gone. The space between the abdomen and 
right chest was apparently entirely open. There was 
a little rim of diaphragm on the front and back. The 
heart was pushed over to the other side. When we 
got in there we were not bothered much by the heart 
because it was not in the left chest. As we tried to 
operate on him he stopped breathing for a while. 
When we found such an extensive damage to the dia- 
phragm we realized that we could not close the hole 
without liberating the ribs. We resected five ribs near 
the spine and then allowed the wound to heal, and then 
operated by means of a long incision parallel to the 
seventh rib, detaching the sternal attachment of the 
ribs at the sternal end of the incision. This allowed us 
to press the ribs with the anterior attachment of the 
diaphragm towards the back, which allowed an easy 
closure of the diaphragm. 

The incision was a very long one, and the heart was 
pushed well over to the right side. However, we had 
to start sewing the diaphragm at the bottom of the 
heart, and it was necessary to hold the apex of the 
heart out of the way to insert the first stitches. The 
difficult thing about the operation was a combination 
of trying to give him an anesthetic and working against 
the action of respiration and the heart all at the same 
time. During nearly all of the operations he would 
turn black from interference with respiration, and we 
would have to stop the anesthetic and wait until his 
respiration and circulation revived. Even with the ribs 
detached and this long incision it was difficult to hold 
the chest open. There were four of us working and 
the one who tried to hold the chest open became com- 
pletely exhausted. 

We could not replace the viscera in the abdomen 
without making an extra abdominal opening, and the 
final operation was for his hernia. 

Plates taken following the large operation showed 
a development of hydrothorax, and this picture shows 
the tubes for drainage. The stomach is shown here 
below the diaphragm, and this later picture shows the 
liver, with stomach and bowels well below the dia- 
phragm, and the heart has assumed practically a nor- 
mal position. This (pointing) is the lung expanding. 


DISCUSSION 


Dr. A. ScHwyZErR: 
diaphragm? 
Dr. Jones: It was right across laterally. It seemed 


Where was the rupture in the 
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to start in the middle, running from the center at the 
spine to the left mid-axillary line. About one inch was 
attached to the posterior and one inch to the anterior. 
As we sewed it, it enlarged so as to cover the space 
entirely. There seemed to be nothing of the diaphragm 
except what was lying on the front and back. The 
hole was about as large as a head. It was clear that 
there was to be difficulty in holding the rib margins 
apart, but it was not so difficult to sew the diaphragm 
with the ribs freed. 

Dr. Utrich: How much function is in the dia- 
phragm now? 

Dr. Jones: I do not know. We opened the abdomen 
again about six weeks ago to repair the hernia in the 
abdominal wall. The stomach was up against the dia- 
phragm. The patient has a lot of thickened pleura on 
the left side but the lung is expanding. 


Dr. H. E. Micuetson (Minneapolis) read his thesis 
on “Leprosy.” Photographic slides were shown. 

Dr. E. T. Bett (Minneapolis) read a paper entitled 
“The Etiology of Hypertension.” 

Discussions by Drs. Tuohy and Gilfillan. 

The meeting adjourned. 


’ Meeting of Jan. 11, 1928 

The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town and Country 
Club on Wednesday evening, January 11, 1928, at 8 
o’clock. Dinner was served at 7 o’clock. 

The meeting was called to order by the President, 


Dr. John E. Hynes. There were 30 members present. 

The minutes of the November and December meet- 
ings were read and approved. 

Dr. J. M. Armstrong read resolutions on the death 
of Dr. Anton Shimonek, who died on November 23, 
1927: 

Dr. Anton Shimonek was born in Manitowoc, Wis- 
consin, September 4, 1855. He attended Rush Med- 
ical College, from which school he was graduated in 
1879. After two years of practice at Beaver Dam, 
Wis., he went abroad, studying at Prague and Vienna. 

In 1884 he returned to his home and shortly after 
came to St. Paul where he became associated with 
the late Dr. Gottlieb Stumm. He taught Pathology 
at the St. Paul Medical College and for a number 
of years was Clinical Professor of Surgery in the 
Hamline Medical College. 

He was a member of the Minnesota Academy of 
Medicine, the County and State societies, the Amer- 
ican Medical Association, and the American College 
of Surgeons. 

Dr. Shimonek had a large following and did an 
extensive surgical practice, and was greatly loved 
and respected by his patients. He was rather retiring 
in nature and never sought to make himself con- 
spicuous in any way. He was a good teacher and 
had the power to convey accurate knowledge to his 
students without waste of words. He had the gen- 
eral respect of the medical profession and when he 
expressed an opinion it was given careful consid- 
eration by his confreres. His death was sudden, on 
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November 23, 1927. He is survived by his wife, a 

son and a daughter. 

BE IT RESOLVED, That it remains for us to 
offer to those who loved him best our sincere sym- 
pathy, and that a copy of these resolutions be sent 
to his bereaved family, and spread upon the minutes 
of this Academy. 

GeorcE SENKLER, M.D., Chairman. 
Joun Armstronc, M.D. 
C. N. McCtioup, M.D. 

A motion was carried that a copy of these resolutions 
be spread upon the minutes of the Academy and a copy 
sent to Dr. Shimonek’s family. 

The program of the evening consisted of two theses, 
as follows: 

Dr. C. B. Wricut (Minneapolis) read his thesis, en- 
titled “Achylia and the Effects of Histamine.” This 
was illustrated with numerous lantern slides. 


Dr. C. E. Connor (St. Paul) read his thesis, en- 
titled “Otitic Thrombophlebitis.” (To appear in the 
May number of Minnesota MepicineE.) This was 
illustrated with lantern slides. 

DISCUSSION 

Dr. Corvin (St. Paul): As a peculiar coincidence, I 
received today the marriage notice from the Pacific 
Coast of a young man whom I operated upon in 1906 
for sinus phlebitis, and yesterday I was asked to see 
a young man in the tuberculosis wards at the Ancker 
Hospital upon whom I operated the same year for sinus 
phlebitis accompanied by pyemia. Each of these cases 
shows the necessity for individualizing the treatment, 
and demonstrates some interesting pathology. 

In the first case, a child of 5 years of age, there was 
suppuration of both mastoids with operation on both 
bones. After the first operation there was marked im- 
provement; after the second operation the temperature 
remained irregularly high; exposure of normal sig- 
moid sinus on this side, which, however, had to be 
obliterated for bleeding. A later operation was done 
on the side of the mastoid first operated upon, and this 
was the side in which the real trouble was and was 
manifested by a red streak down the neck. When the 
vein was exposed, the sense of touch was not sufficient 
at first to decide whether thrombosis was present or 
not. The deciding observation was the presence of fine 
filmy adhesions between the vein and its sheath. On 
opening the vein a long clot was removed, which ex- 
tended the whole length of the vein and was branched 
at the lower end as if it extended in both directions in 
the subclavian. The jugular vein was removed; the 
sinus was not opened, but the patient made an un- 
interrupted recovery. 

The other case was brought to the hospital uncon- 
scious, with a diagnosis of pyemia. He had a sup- 
purating knee joint and an abscess of his chest wall. 
These, it was proven, originated from an old infected 
middle ear, causing mastoid suppuration with lateral 
sinus and jugular vein involvement. The conditions 
found, it seems to me, explain a number of the ques- 
tions involved in the thesis and the discussion. The 
jugular vein and the lateral sinus were filled with pus, 
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the vein being closed by adherent endophlebitis. After 
opening the vein, the sinus was opened and through- 
and-through drainage demonstrated. The patient made 
a slow but final convalescence. 

About the same time I saw a man who, having an 
acute middle ear suppuration, died with symptoms of 
general septic infection. He was not operated upon, be- 
cause of the absence of any localizing evidence of 
mastoid or sinus infection. At autopsy no evidence of 
mastoid or sinus involvement was found. 

During this period of my mastoid activity, I also 
operated on a woman seven months pregnant, for sinus 
infection, who developed empyema. She recovered 
from all of these things and was delivered of a healthy 
baby at term. 

All of these cases impress me with the necessity, in 
these septic cases, of never giving up but to continue 
the fight and open up every new depot of infection as 
it occurs. 

The reference to phlebitis of the extremities with 
their varying terminations is instructive, but the prob- 
lem in sigmoid or lateral sinus or jugular phlebitis is 
rather different. The infection is near the center of 
things both as to brain and heart, and while, as my 
second case proves, adhesive localizing phlebitis may 
occur, it is certainly not the rule and the consensus of 
opinion among the aurists is, I think, that an aggres- 
sive radical attitude is the correct one. It is, however, 
interesting to note that, frequently enough after these 
operations, a septic character of temperature may exist 
for several weeks before recovery ensues. 

Dr. Burcu (St. Paul): I have enjoyed Dr. Con- 
nor’s thesis very much. He has brought out an inter- 
esting problem. One of the things that impressed me 
was the importance of the anatomical relationship and 
it recalled to my mind one of my earlier experiences. 
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A man had multiple metastases when brought ito the 
city hospital. It was discovered that he had an otitis 
media. On opening the mastoid, I found that he had 
almost no mastoid and the sigmoid sinus was almost in 
apposition to his antrum and was thrombosed. Similar 
anatomical conditions may be the reason for some cases 
of sinus phlebitis occurring early, and others late. 

Dr. Connor (in closing): I think the, question of 
whether or -not the jugular should be attacked and, 
if so, what should be done to it, is one of the things 
that offers a good deal of interest to the general 
surgeon and otologist. We do know that these cases 
get well sometimes without any surgery at all; nature 
does take care of the process. 

Dr. Zimmermann spoke of simple incision of the 
vein. That too has been practiced by different men. 
I think that might be all right if one could always be 
sure of getting all the infection and be sure that the 
ends of the thrombi were sterile. The question is, 
what is a thrombophlebitis going to do? That is one 
of the arguments advanced by the people who advocate 
excision. It seems to me when one does have a definite 
phlebitis with changes in the vein wall, excision is 
giving that patient more of a chance. Dr. Schwyzer 
spoke of the aspiration of air, and that is one very 
great danger. I obliterate the jugular by ligature and 
thus block off the infection higher up. 

About the question of attacking the sinus in the 
temporal bone: In one case I did not do it. I intended 
to but she got all right so I did not. I went back and 
opened the neck. I think one should open the sinus in 
the temporal bone. 

The meeting adjourned. 

Cart B. Drake, M.D. 
Secretary. 





ASEPTONES NOT ACCEPTABLE FOR N. N. R. 

The Council on Pharmacy and Chemistry reports 
that under the non-informing but therapeutically sugges- 
tive name “Aseptones,” the Scent-Ets Company, Brook- 
lyn,’ markets a mixture stated to have the following 
composition: menthol, 0.40; salicylic acid, 2.00; sodium 
chloride, 60.00; zinc sulphate, dried, 65.00; alum, dried, 
65.00; boric acid, granular, to make 500.00; tincture of 
cudbear, 2 cc. The preparation is referred to as 
“the astringent and antiseptic Douche Powder.” The 
Council found “Aseptones” unacceptable for New and 
Non-official Remedies because it is an unscientific mix- 
ture, marketed under a non-informing, therapeutically 
suggestive name, and without declaration of its quan- 
titative composition. (Jour. A. M. A., January 14, 
1928, p. 117.) 


THE COMPOSITION OF PROCAINE BORATE 
(BOROCAINE) 


At the request of the Council on Pharmacy and 
Chemistry the A. M. A. Chemical Laboratory made an 
investigation of “Borocaine,” marketed by Sharp & 
Dohme, particularly with a view to determining 
whether it presented sufficient novelty to permit recog- 
nition of the proprietary name. The study was made 
by George W. Collins, Sc.D., who concludes that the 
product marketed as “Borocaine” is procaine borate; 
that it is a definite chemical compound which is readily 
hydrolyzed when dissolved in water, and acts as an 
aqueous solution of boric acid to which has been added 
procaine (base). He concludes that it is not a hitherto 
undiscovered compound. (Jour. A. M. A., January 7, 
1928, p. 25.) 
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Abstracts to be submitted to Section Supervisors. 





Members are urged to abstract valuable articles which 
they run across in their reading and send the abstracts 
to the physicians in charge of the respective sections. In 
order to avoid duplication it would be well to communi- 
cate with one of the section supervisors before the 
article is abstracted. 
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THE CAUSE OF RENAL BACK-PRESSURE IN 
OBSTRUCTIVE LESIONS OF THE URETHRA 
AND BLADDER NECK: Henry A. R. Kreutzmann 
(Jour. of Urology, 1928, Vol. XIX, No. 2, pp. 199). 
Obstruction in the adult male urethra occurs as the 
result of hypertrophied prostate, median bar forma- 
tion or urethral stricture. It is well known if any of 
these conditions are present for a long time certain 
changes take place in the bladder, ureters and kidneys. 
The end-result of chronic obstruction, hydroureter and 
hydronephrosis have been convincingly proved by nu- 
merous autopsy examinations. The mechanism of the 
formation of the dilatation, however, is still a mooted 
question. 

Many theories have been advanced as the likely 
cause of renal back pressure in obstruction to the 
urethra and bladder neck. 

Petit believed that the intravesical pressure, acting on 
the oblique intramural portion of the ureter, pressed 
the walls of the bladder together. In this way the 
urine was prevented from entering the bladder and 
dilatation occurred. 

Sir Charles Bell in describing the muscles that bear 
his name stated that in diseased conditions of the 
bladder the attachments of these small muscles about 
the ureteric orifices prevented the urine from flowing 
freely into the bladder, with consequent back pressure. 

Graves and Davidoff, working on the question of 
bladder regurgitation, state that the tonic contraction 
of the bladder wall against the distending fluid, par- 
ticularly in the presence of urethral neck obstruction, 
is able to open up the ureteric orifices sufficiently to 
permit regurgitation to occur. 

Bush believes that kidney dysfunction accompanying 
prostatic hypertrophy is a condition due primarily to 
neural reflexes coming from the area of the trigone. 

Tandler and Zuckerkandl noted that in cases of hy- 
pertrophied prostates, the vas deferens is pulled upon 
in such a way as to compress the ureter at the point 
where the two cross each other. 

These authors later stated as a result of postmortem 


examinations that in cases of hypertrophied prostate 
there is a change in the form, the length and the di- 
rection of the intramural portion of the ureter. The 
result of this twisting, they believe, may cause a par- 
tial stenosis of the ureter with resultant back pressure. 

Young believes that when the intravesical pressure 
approaches for a considerable part of the time the 
normal intra-ureteral pressure, the outflow of urine 
from the ureter is no longer free. As a result, the 
ureter is eventually overpowered and dilates like the 
bladder. 

The author states that at the present time most urol- 
ogists believe regurgitation to be the cause of upper 
urinary tract dilatation. As evidence against this view 
he cites the reports of Kretschemer, Eisendrath and 
Bumpus in which cystography done on cases of chronic 
prostatic obstruction showed a very low incidence of 
ureteral reflux. Bumpus in a study of 527 cystograms 
of patients with enlarged prostates found reflux pres- 
ent in only 25 cases of the entire series. 

For three years the author had cystogrammed and 
pyelogrammed every patient showing urethral stricture 
or prostatic hypertrophy and concluded that in both 
these conditions the pathologic changes which occur in 
the bladder wall, the ureters and kidneys are the same 
and, we believe, the method of formation is identical. 
The author has been able in the absence of any reflux 
to demonstrate with pyeloureterograms marked dila- 
tation of the ureters and kidney pelves. 

He believes the most common cause of kidney dam- 
age in cases of enlarged prostate and urethral stricture 
to be a narrowing of the intramural portion of the 
ureter due to marked hypertrophy of the bladder walls. 
In support of this belief he remarks on the great diffi- 
culty noted in passing catheters through the intramural 
portion of the ureter and in no other place. Postmor- 
tem examinations on several of the cases with previous 
urological studies showed distinct narrowing of the di- 
lated ureter at the point where it passed through the 
bladder. In a number of instances the author injected 
the ureters of fresh specimens with celloiden and bis- 
muth. After injection and fixation, x-rays were taken 
and the distinct narrowing of the ureter was noted. 

As a result of the narrowing of the intramural por- 
tion of the ureter, dilatation with stasis and subsequent 
infection occurs. Samson has shown that under these 
circumstances the ureter may become somewhat sim- 
ilar to a rigid tube. In such a ureter all means of 
permitting reflux is removed. Whether reflux is uni- 
lateral or bilateral depends on the length of time the 
infection has been present. 

In conclusion he states: 

In hypertrophied prostates, hydroureter and hydro- 
nephrosis may occasionally occur as a result of the 
kinking of the ureters by the vas deferens. 

The most common cause of upper urinary tract dilata- 
tion in obstructive lesions of the bladder neck and 
urethra in adults is a constriction of the intramural 
portion of the ureter. This constriction is due to the 
hypertrophy of the bladder musculature surrounding 
the ureters. 


Reflux is not common in these conditions. When 
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present, it is caused by an infection in the ureter re- 
sulting in a stiffening of its intramural portion. 
Reflux is a terminal and not a primary phenome- 
non of prostatic hypertrophy and urethral stricture. 
Joun R. Hann, M.D. 





THE ACTION OF COUGH UPON MATERIAL 
IN THE TRACHEOBRONCHIAL TRACT: Lincoln 
A. Brown and Edward Archibald (Amer. Rev. of 
Tuber., 1927, XVI, 3). Material may be spread more 
deeply into the pulmonary tree by two factors: (1) 
the inspiratory rush of air and (2) the expiratory ef- 
fort. A single cough does not necessarily clear the 
bronchial tree and the subsequent inspiratory effort 
may spread the material to the finer bronchioles or 
alveoli, where it no longer is in a sensitive area and 
does not provoke cough. It therefore remains longer 
and may set up a pathological process. 

Ameunille injected a tuberculous pulmonary cavity 
in the lower lobe with lipiodol, noting that the oil 
dropped to the bottom of the cavity. Three successive 
coughs spread it into the middle lobe, then to the lower 
lobe on the other side. It was then coughed up. 

Lipiodol was injected into bronchiectatic cavities in 
another case. Cough emptied the cavities and dissem- 
inated the lipiodol widely throughout the pulmonary 
field. 

In case a proximal bronchus is blocked by mucus or 
spasm the expiratory effort may carry material first up 
toward the block and then back further than it was 
before. 

Three sets of experiments were carried out. In one 
lipiodol alone was used. In another equal parts of 
lipiodol and thick sputum, and in a third very thick 
tenacious sputum into which the oil was injected. The 
results with the first two were the same. The materials 
were injected into animals intratracheally and x-rays 
taken at about 2 minute intervals. First x-rays were 
taken with the animals under light anesthesia to see 
how far the material would spread without cough and 
then cough was induced or occurred spontaneously, at 
times with simultaneous tracheal compression. 

It was shown that infiltration of the bronchial tree 
was more complete after cough than without cough and 
still more complete if compression over the trachea 
were used. The oil also remained in the animals 
longer where they were made to cough. 

With the thick tenacious sputum the material was 
never forced into the smaller bronchioles in any case 
and was soon coughed up. 

It would seem that cough is very dangerous during 
such surgical procedures as collapsing the lung by 
thoracoplasty, etc. General anesthesia, morphine before 
and after, and postural drainage with head down were 
suggested to guard against untoward results. 

J. K. SHumate, M.D. 
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THE DISAPPEARANCE OF PATHOLOGICAL 
SHADOWS IN X-RAY PLATES OF THE LUN&Gs: 
Courcoux and Gilson (Revue de la tuberculose, 1927, 
VIII, 385). Reference is made to the observation of 
M. Jacquerod, reported in his book on the natural 
process of healing in pulmonary tuberculosis. 

There is no doubt that definite shadows disappear, 
The difficulty is to determine which lesions except cay- 
ities correspond to the radiographic appearances. Some 
think that spots or shadows do not disappear -except 
such as correspond to congestive or exudative phenom- 
ena of non-organized lesions. For this difficulty the 
authors have no solution. All they say they can do is 
to read the radiographic images at different stages in 
the evolution of tuberculosis and at different stages of 
the diminution or disappearance of stethoscopic signs. 

In certain cases the resolution is complete and the 
shadows entirely disappear. Such cases are exceptional. 
More often instead of large opaque shadows almost uni- 
form in density, one finds conglomerations of spots 
of various densities. From serial films inferences are 
drawn as to the progressive or retrogressive tendency 
of the process. Certain dense shadows almost com- 
pletely disappear and leave merely a faint haziness 
over one side of the chest. More often appearances 
are seen corresponding to the curable tuberculous pneu- 
monia of Bezancon & ‘Braur. 

In other cases along with th * hazy appearances one 
sees linear shadows, faim, se, the radiographic 
expression of a cicatricial process, probably a sclerosis. 

Even cavities in the lung parenchyma may disappear 
quickly and leave no more trace than an appearance 
resembling an emphysematous vesicle. The infiltrated 
walls of the cavity may even be absorbed. In other 
cases a fibrous area remains, sometimes in the form 
of a scar. Four cases are reported. In the first case 
the patient had unilateral lesions. 

Artificial pneumothorax was attempted but was not 
successful. The patient gave up treatment and went to 
work. Five months later he returned and the +-ray 
showed extraordinary diminishing of the pathological 
shadows on the affected side. In fact they had almost 
entirely disappeared. The second case showed exten- 
sive mottling over the right side and several areas 
which were interpreted as areas of cavitation. Six 
months treatment showed almost complete disappear- 
ance of these radiographic signs of disease. The third 
case with extensive bilateral lesions presented, after a 
year and a half of treatment, greatly diminished, more 
disseminated and organized lesions. 

The fourth case showed x-ray evidence of a cavity 
in the right axillary region. This was replaced after 
four months of treatment by a small stellate shadow. 

The authors believe that certain forms of pulmonary 
tuberculosis tend to spontaneous cure but that at pres- 
ent we have no means of telling from the radiograph 
in which case this healing will occur. 

A. T. Latrp, M.D. 
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THE REULTS OF SPLENECTOMY FOR PUR- 
PURA HEMORRHAGICA: Allan W. Spence, M.D. 
(The British Jour. of Surg., XV, 1928, No. 59, 466- 
499). Two case reports and a review of 101 cases of 
splenectomy for hemorrhagic purpura are given. The 
end-results in one of the cases was excellent and in 
the other unsuccessful. In the 101 cases, 69 obtained a 
good result and in 6 cases there was considerable im- 
provement. 

There were 21 deaths, and in 5 hemorrhage con- 
tinued with but little improvement. Sixteen of the 75 
cases were not followed for any considerable period 
of time, so that little value can be attached to these. 

Purpura hemorrhagica may be classified either as 
acute or chronic, the latter being much more common. 
There were 80 chror’’ ‘ases, 12 acute, and in 9 the 
duration of the disea. dt stated. 

Death is more common following splenectomy in the 
acute cases, there being 10 deaths in 12 cases of the 
acute types and in the chronic only 8 deaths, one being 
accidental’ and 3 others attributable to causes other 
than purpura hemorrhagica. 

The author suggests three possible pathological 
mechanisms existing in cases of hemorrhagica purpura, 
which account for different end-results from splenec- 
tomy. 

In the first type the entire reticulo-endothelial sys- 
tem is involved equally. Diseased megakaryocytes form 
defective platelets which are destroyed excessively by a 
diseased spleen, and the remainder of the recticulo- 
endothelial system. The platelet count rises temporarily 
after splenectomy, but gradually falls and hemorrhages 
recur, 

In the second type the spleen is chiefly involved. As 
a result an increased number of platelets is destroyed 
by the spleen. In order to keep up numbers, the 
megakaryocytes are overworked, and defective platelets 
are produced—secondary myelopathy due to exhaustion. 
After splenectomy the bone marrow recovers and an 
increased number of normal platelets is produced. This 
type does well after removal of the spleen. 

In the third type the extrasplenic reticulo-endothelial 
system is chiefly involved. Platelets are destroyed by 
activities of the reticulo-endothelial system outside the 
spleen. Splenectomy is useless here. There is no way 


in which the type of purpura can be determined clin- © 


ically, but in chronic purpura the results have been so 
satisfactory that splenectomy is indicated, when a diag- 
nosis has been made. 

In most cases, when splenectomy is successful there 
is a decrease in the bleeding time to normal, and an 
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increase in the platelet count to normal or above nor- 
mal. When the platelets go above normal they grad- 
ually drop. In a few cases there is no rise in the plate- 
let count or diminution of the bleeding time. 

Following splenectomy there is an increase in ery- 
throcytes and a leukocytosis with a normal differential 
count. Tme leukocyte count gradually falls to normal. 

D. P. GreenLee, M.D. 
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THE URINARY LEUKOCYTE COUNT IN 
CHILDREN IN NORMAL AND IN PATHOLOGIC 
CONDITIONS. Leo S. Friedman, M.D., and A. 
Graeme Mitchell, M.D. (Amer. Jour. of Diseases of 
Children, February, 1928). The urine of apparently 
healthy infants and children contained an average of 
10 pus cells per cubic millimeter. Ninety per cent of 
the urine showed 20 cells or less. The upper limit 
of normality for all ages was 40, counts of from 20 
to 40 being present more often in girls of the older 
age groups. Between the ages of 2 and 13, the urinary 
leukocyte counts averaged 13 per cubic millimeter for 
girls and 7 for boys; under 2 years of age, the counts 
were approximately equal in both sexes. 

The urine of infants and children suffering from 
various respiratory, intestinal or other infections fre- 
quently showed a varying degree of pyuria in excess 
of the normal. The leukocyte counts tended to be 
higher in the older age group than in the younger, 
higher in girls than in boys and higher in the acute 
than in the subacute or afebrile stage. 

In cases of pyelitis and nephritis, the counts were 
definitely higher than in any other conditions studied. 

Leukocyte counts in the urine which show more than 
20 but less than 40 cells per cubic millimeter are sug- 
gestive of urinary infection but may readily occur in 
concentrated urine and in acute afebrile diseases. Luko- 
cyte counts of over 40 per cubic millimeter point 
strongly to infection somewhere along the urinary tract 
if vaginitis has been excluded. 

When large amounts of pus appear in the urine, the 
diagnosis is obvious, but in early or doubtful cases the 
estimation of the number of cells is often of great 
value. 

R. N. Anprews, M.D. 

INTRADERMAL VACCINATION. 
Toomey, M.D., and Robert B. Hauver, M.D. (Amer. 
Jour. of Diseases of Children, February, 1928). Many 
physicians have reported high percentages of success- 


John A. 
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ful vaccinations by the intradermal method. Vaccine is 
made from the contents of a stock capillary vaccine 
tube diluted with 3 drops of saline. One cubic centi- 
meter of this 1 to 4 dilution from bulk or capillary 
vaccine was injected. A tuberculin syringe with a 27 
gauge needle was used for the injections. 

A typical positive reaction was a maculated lesion 
which developed from three to six days after vaccina- 
tion; it pustulated in from five to twelve days, a scab 
formed in from eight to eighteen days, and the wound 
healed in from fourteen to twenty-nine days. 

The advantages of this method might be enumerated 
thus: 

1. There is less pain. 

2. A definite predetermined amount of vaccine can 
be injected. The large sloughing of the secondarily 
infected ulcer is unusual. 

3. This method can be used in certain skin dis- 
eases. 

4. Playing children do not need to have a bandage 
to keep the dirt and infection out. 

5. The intradermal method produces vaccinations in 
persons who previously have been unsuccessfully vac- 
cinated. 

6. The skin may be cleaned by any chemical before 
vaccination without killing the virus. 

Intradermal vaccination, in the authors’ experience, is 
the most efficient method of vaccination. 


R. N. Anprews, M.D. 


TREATMENT OF CHRONIC ENDOCARITIS 
WITH DECOMPENSATION : Complete rest in a semi- 
reclining position must be enforced. A bland diet in 
small amounts and at frequent intervals should be given, 
fluids to be limited if there is edema. The enlarged 
liver and the congested portal circulation may be 
drained by an occasional dose of calomel, followed by 
sodium phosphate or milk of magnesia. The sovereign 
remedy in cardiovascular decompensation is digitalis— 
large doses to begin with; later smaller doses will do 
to keep up a proper circulation. An ice bag to the 
precordium and codein are effective in slowing the 
pulse, quieting the heart and quieting the patient. 
When the acute symptoms have subsided, digitalis in 
small doses should be continued and general tonic 
treatment given. Slow, gradual and limited exercise 
may be permitted. 


R. N. Anprews, M.D. 





JOY BEANS QUACK JAILED 

Some time ago a fraud-order was issued against a 
quack, one Frank Beland of Cairo, Ill. Beland ex- 
ploited a piece of aphrodisiac quackery under such 
trade names as “Joy Beans Laboratories” and “Beland 
Laboratories,” selling a preparation that he called “Joy 
Beans.” According to the government report “Joy 
Beans” were put up by Eli Lilly and Co. After trial, 
Beland received a jail sentence of ninety days. (Jour. 
A. M. A., February 11, 1928, p. 481.) 


[April, 1928] 
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A CASE OF VERTEBRA PLANA (Calve): 
H. J. Panner (Acta Radiologica, Vol. VIII, 1927), 
Panner gives in detail a case of Vertebra Plana and 
discusses the etiology, clinical, and roentgen findings, 

This condition was first described by Calve in about 
1925 and classified under the same category as Perthes’ 
and Kohler’s disease. 

Clinically the patient presents the following findings: 
(1) increasing weakness of back, making it difficult 
for him to walk; (2) pain in chest and back corre- 
sponding to the segment involved; (3) knuckle or 
gibbus formation. 

Roentgen examination reveals one vertebral body (in 
this case the ninth dorsal) very much compressed, the 
entire body forming only a very narrow disc with its 
anterior and posterior thickness about the same. The 
density of the body is also relatively increased. The 
intervertebral discs between the pathological vertebra 
and the ones above and below are slightly widened pos- 
teriorly due partially to the gibbus formation. This 
last factor and also the absence of paravertebral ab- 
scess are important in ruling out tuberculous spondy- 
litis. The appearance of the narrowed body is not that 
seen in compression fractures. 

The condition is chronic (the history in this case 
was of nine years duration) and is apparently a dis- 
ease found in the first age period (1 to 20 yrs.) 

Matcoitm B. Hanson, M.D. 





LATER EXPERIENCES CONCERNING THE 
NICHE DIAGNOSIS IN CASES OF DUODENAL 
ULCER: Ake Akerlund (Acta Radiologica, Vol. VIII, 
1927). Several cases are given in which the writer 
was able to demonstrate a niche in a duodenal cap 
which otherwise manifested no deformity. He uses the 
technic of applying compression to the duodenal bulb 
so that only a small amount of barium mixture re- 
mains and outlines the mucous membrane. Then se- 
rial plates are taken. 

Many types of compressors are used. Some are made 
of cork and others of aluminum and cotton. The 
angles and amount of compression are first controlled 
by fluoroscopic examination. 

Akerlund further states that in his experiences the 
duodenal ulcers that now come for roentgen study are 
smaller and more superficial than in the past. Thus, 
in some cases they do not show the characteristic 
deformity of the bulb, and must be diagnosed by the 
demonstration of a niche through the use of com- 
pression. 

Matcotm B. Hanson, M.D. 
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when reviewed. Members, however, are urged to 
write reviews of any or every recent book which 
may be of interest to physicians. 








BOOKS RECEIVED FOR REVIEW 

Muscte Function. Wilhelmine G. Wright. Fore- 
word by J. Playfair McMurrich, Prof. of Anatomy, 
University of Toronto. 188 pages. Illus. Cloth, 
$3.50. New York: Paul B. Hoeber, Inc., 1928. 

Atuminum CompounpDs IN Foop. Ernest Ellsworth 
Smith, Ph.D., M.D. 378 pegs. Cloth, $7.00. New 
York: Paul B. Hoeber, Inc., 1928. 

AstHMA: Its DriaGNosIs AND TREATMENT. William S. 
Thomas, M.D., Associate Attending Physician in Im- 
munology, St. Luke’s Hospital, New York. 279 
pages. Illus. Cloth, $7.50. New York: Paul B. 
Hoeber, Inc., 1928. 

Tue MECHANICS OF THE DiceEstivE Tract. Walter C. 
Alvarez, M.D., Associate Professor of Medicine, 
University of Minnesota. 2nd edition. 447 pages. 
Illus. Cloth, $7.50. New York: Paul B. Hoeber, 
Inc., 1928. 

PHARMACOTHERAPEUTICS, MATERIA MEDICA AND DrucG 
Action. Solomon Solis-Cohen, M.D., and Thomas 
Stotesbury Githens, M.D. 2009 pages. New York: 
D. Appleton & Company, 1928. 





THE HUMAN BODY. Logan Clendening, M.D. 389 
pages. Illustrated. $5.00. New York and London: 
Alfred Knopf. 

Like many another memory of our childhood, the 
old family doctor book has disappeared and in its place 
comes volumes such as this. Beautifully bound, well 
set up, adequately illustrated by accurate charts of the 
human body, and with an appended glossary of medical 
terms, this book tells clearly and in detail all that any- 
one might wish to know about his body or the vital 
processes. Comprehensive throughout, it presents an 
unbelievable amount of accurate knowledge and woven 
in with the story of the physiology and anatomy of 
various parts is a discussion of the various pathologic 
processes and the diagnostic tests that are used to detect 
them. With each subject is also incorporated a brief 
history of the accumulation of the present day knowl- 
edge and this adds greatly to the value and interest of 
the book. 

All information is accurate and scientific for the most 
part, but several rather unorthodox ideas are presented. 
He does not believe in periodic health examination of 
symptomless people because “the number of people 
whose lives are lengthened is so small as to be entirely 
minimized in the face of the meaningless sorrow en- 
tailed.” He feels that anyone having definite symp- 
toms should consult a physician, but fears that he who 
goes from a sense of duty may misinterpret some 
minor findings, have his interest focused upon himself 
or have his activities limited and become a neurotic. 
He also lists the “fashionable” fads in medicine as too 
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much uric acid in 1885, chronic appendicitis in 1890, 
Kneip water cure in 1895, floating kidney in 1900, tilted 
uteri in 1905, colonic stasis in 1910, extraction of teeth 
in 1915, non-surgical biliary drainage in 1920, and in- 
feriority complex in 1925. 

Furthermore, he approves of a child getting his sex 
education outside of the home because “they teach this 
particular subject particularly well in the gutter, with 
conviction and an inescapable clarity of detail and 
with just sufficient of that gorgeous air of secrecy to 
invest it with the dubiousness of speculation.” And in 
spite of the great detail of the rest of the book, the 
subject of venereal disease is given in just three pages 
and of these gonorrhea has just one. He says “syphilis 
is after all not such a dreadful disease how 
many people have it and are not even aware of it, 
much less any the worse for it, would be hard to say.” 
The average physician will find it difficult to subscribe 
to these last statements, but in spite of them the book 
is excellent and the medical profession will do well to 
lend its influence to its circulation for its readers will 
have an idea of the place of medical science in the 
sun and will place no faith in the cults. 

Marcaret Warwick, M.D. 





THE NEW MEDICAL FOLLIES. Morris Fishbein, 
M.D. 205 pages. $2.00. New. York: Boni and 
Liveright, 1927. 

From the ever versatile pen of Dr. Morris Fishbein, 
editor of the Journal of the American Medical As- 
sociation and Hygeia, also popular lecturer and writer 
on medical subjects, comes another collection of pa- 
pers representing another “Medical Follies.” It follows 
the same general plan as does its popular predecessor, 
but includes several entirely new subjects. It begins 
with a somewhat tedious classification of the cults in 
“The Encyclopedia” and then in “The Cult of Beauty” 
he discusses the lure of the fancifully named beauty 
shops and toilet preparations and tells of the attempts 
of several states to regulate, by law, the practise of 
beauty culture. The popular appeal, as well as the 
grave dangers, of plastic surgery is very forcefully 
portrayed. In “The Craze for Reduction,” he says, 
“Of all the fads that have afflicted mankind, none 
seems more difficult of scientific exposition than the 
craze for slenderization.” He gives the reasons for 
the need of a reasonable amount of subcutaneous fat 
on a woman’s body and speculates upon the question 
of whether the recent changes of form and dress in 
women is the result of their emancipation or vice 
versa. After criticizing the women for their reducing 
mania he censures the men for their pathetic hope for 
rejuvenation and shows the futility of either various 
operations or drugs or devices sold by promoters, in 
accomplishing the return of youth and adds that it may 
be just as well not to have constantly rejuvenated 
grandfathers and great-grandfathers competing with 
the young men trying to obtain a foothold in the busi- 
ness world. 

“The End of Eclectism” gives the rise and fall of 
fads of therapy, especially Homeopathy. The impor- 
tance of physical therapy is emphasized and also the 
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dangers of its present promotion in the hands of ad- 
vertisers of apparatus when it should be controlled by 
the medical profession through medical education. 
Psychoanalysis receives its share of discussion and the 
lack of its acceptance by the medical profession is laid 
to its too great emphasis of sex and the lack of uni- 
formity in both methods and interpretations by dif- 
ferent psychoanalysts. “Ethics—Medical and Other- 
wise” presents a thoughtful and comprehensive dis- 
cussion which should be read by every physician.. The 
author points out that the present code of ethics is 
presented not as a threat but as an inspiration, and 
that it gives consideration first to the patient and next 
to the physician, and that “The greatest prize that a 
physician can secure is the esteem of his fellow crafts- 
men, not the easily procurable flattery of the credulous 
public.” 

The last chapter is very fittingly dedicated to “The 
Physician of the Future,” and the author points to the 
bewildering increase of medical knowledge during the 
past few years, the discrimination against the middle 
class who are too poor for the best and too rich for 
charity, the dangers of too great specialization which 
may yet cause the failure of the science of medicine 
and the pitfalls lying in wait for state controlled med- 
icine. He thinks that group practise will never flour- 
ish because “business is business and medicine is med- 
icine and never the twain shall meet” and that medical 
economics will be of little value because business 
methods are so entirely different from the principles 
of medicine. He concludes that the physician of the 
future will be very similar to the physician of today. 
“The outlook for a prompt establishment of a medical 
Utopia seems pessimistic—and it is.” 

As was said of its predecessor, this book should be 
read by everyone connected, either directly or indi- 
rectly, with the medical profession and these readers 
should see that it comes to the attention of as many 
lay readers as possible for it will give them a clearer 
concept of the principles of medicine, as well as the 
dangers of the popular medical fads and of the cults. 

Marcaret Warwick, M.D. 





MINOR SURGERY. A. E. Hertzler, M.D., F.A.C.S. 
Chief Surgeon, Halstead Hospital, and Victor E. 


Chesky, M.D., F.A.C.S., Halstead, Kansas. 
with 438 Illustrations, 550 pages. 
pany, St. Louis. $10.00. 

Since 90 per cent of minor surgery is done by men 
who are not surgeons, this book should prove a 
valuable reference for both student and practitioner. 
While it is not a complete text on minor surgery the 
authors have tried to include those things that are 
practical and that have been proved. 

Beginning with a discussion of affections of the scalp 
and cranium it takes up in an orderly way the various 
parts of the body, discussing those things the student 
can see and examine. Injuries, inflammations, new 
growths, tumors and deformities are briefly discussed. 
In addition there is a chapter on sutures and dressings, 
bandaging, and blood transfusion. 


New, 
C. V. Mosby Com- 
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The illustrations are good, and the book is wel! 
ten and interesting. 
V. N. Peterson, \ 





MANAGEMENT OF THE SICK INFANT. ang- 
ley Porter, B.C., M.D., M.N.C.S. (Eng).), L.R.CP. 
(Lond.), and William E. Carter, M.D. 3rd edition, 
revised. 726 pages. Illus. Cloth, $8.50. St. Louis: 
C. V. Mosby Company, 1927. 

This well written and well arranged text is in the 
third edition. The subjects are taken up from the stand- 
point of the predominant symptom and are dealt with 
in an able manner. As a reference book for the gen- 
eral practitioner and also for the pediatrician it is val- 
uable. The chapter on methods is up-to-date and of 
great practical value. 

L. R. CritcHrietp, M.D. 





NURSERY GUIDE. Louis W. Sauer, Ph.D., M.D. 
206 pages. Illus. 2nd revised edition. Cloth $2.00. 
St. Louis: C. V. Mosby Company. 

It is a question whether there is need for books on 
the care of the infant when so many. good ones have 
been produced, aad when so many journals on hygiene 
are published. Information when wanted can be much 
more readily found in a book, however, than in jour- 
nal files. There are still many homes with infants 
where no reliable book on the care of the baby is 
found, so the publication and purchase of such books 
as this should be encouraged. 

Dr. Sauer has quite thoroughly covered the problems 
which ordinarily confront the caretaker. The largest 
part of the book is devoted, as it should be, to the 
care of the healthy infant. A few pages are given to 
the care of sick babies, with the fact stressed that any 
illness should have the care of a physician, and only 
enough detail is given to aid in following medical in- 
struction. 

Good information is given on the subject of teething, 
and some popular errors are contradicted. 

An excellent chapter is given on the habits of the 
infant. 

In the chapter on the nursing infant, the necessity 
of completely emptying the breasts to procure a good 
supply of milk is emphasized and the advice is given 
to use manual expression or the breast pump if the 
breasts are not emptied by the baby. The technic of 
manual expression is very clearly given, but the author 
neglects to state that either method should be used only 
after consulting the physician. To determine the 
amount of milk a baby gets at a feeding, it is necessary 
to weigh before and after nursing and not depend upon 
the time at the breast. 

In connection with artificial feeding some good in- 
struction is given on the milk supply, the care of milk, 
proprietary foods, rules for feeding, recipes, weaning, 
and diet lists both for the normal infant and the 
underweight child. 

One wonders if a few of the statements may not sug- 
gest some unwise procedures; for example, if shoulder 
braces might not be purchased without proper advice, 
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and lysol used for wet dressings when safer solutions 
should be used. 

Dr. Sauer gives a very limited list of publications 
regarding the care of infants and children, when many 
more could be recommended, and still not exhaust the 
valuable literature on the subject. 

The publishers have put out an attractive book, 
printed on good paper, well indexed, with marginal 
headings and clear illustrations. 

JennetreE M. McLaren, M.D. 





MODERN MARRIAGE. Paul Pepenhoe. 235 pages. 
$2.00. New York: The MacMillan Company, 1927. 
In these present times of severe criticism of mar- 

riage, such a book as this comes like a refreshing 

breath of clear air. The author feels that “The prin- 
ciple of monogamy has stood the test and is gaining 
ground all the time, because it meets the needs of 
normal men and women better than anything else that 
has been suggested,” and that “The success of mar- 
riage depends in the first place upon oneself; in the 
second place on the woman one marries and on the 
mutual understanding of and adjustment to the new 
situations that are constantly arising.” He thinks that 
many marriages are failures because of lack of knowl- 
edge in our young people in choosing their mates and 
in fostering and conserving the mutual love which is 
the essential element, and he writes this book to supply 
that knowledge. Unlike the majority of writers on 
this subject, he steers a safe course between senti- 


mentality and vulgarity and gives a sane, frank, com- 
prehensive and interesting discussion of marriage. 

He feels that every man should marry for the sake 
of his own comfort, for the advantages of parenthood 
and the fulfilment of personality. And since he con- 


siders the selection of a wife “the most important 
choice a man ever has to make,” he discusses at 
length “Whom” from the standpoint of health, compat- 
ibility, race and age. Next comes “How,” where he 
says that in order to attract a desirable girl, a man 
should consider himself from the point of view of 
health, decency and success, and outlines the cam- 
paign that may prove successful in obtaining the girl 
of his choice. Then follows a long consideration of 
the importance of love in marriage, with advice for 
keeping it throughout the years to insure happiness. 

The importance of the physical side of marriage is 
recognized and emphasized and it is treated delicately 
and yet frankly. Another chapter is devoted to 
“Children.” He considers their production the goal of 
all life and that they contribute much to the devel- 
opment of their parents. The causes of sterility are 
discussed here also, as well as the fallacy of prenatal 
impressions. There is an appendix containing two 
chapters. One of these contains an alphabetical list 
of well known diseases with their influence on mar- 
riage and heredity while the other is a young woman’s 
account of her first confinement. 
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This book will, of course, hold little interest for the 
physician, but it should be well known by physicians 
so that they may recommend it to young people, both 
those who are and those who are not contemplating 
marriage in the near future, so that they may all ac- 
quire a sane and comprehensive knowledge of mar- 
riage as an institution. Furthermore, the book should 
be placed in all libraries and reading rooms frequented 
by young adults who are seeking knowledge of any 
kind. Although written primarily for men (because 
the author feels that he knows them better), it will 
prove to be of equal interest to women. 

Marcaret Warwick, M.D. 





MENTAL HANDICAPS OF GOLF. 
Hyslop. 111 pages. $1.50. Baltimore: 
liams Company, 1928. 

In this little volume an English physician who is a 
lover of golf views the game through a medical eye 
and discusses the mental reactions necessary for a true 
appreciation and good form in the game. He recom- 
mends it to physicians because “to the physician, disease 
becomes non-existent while he is on the golf links and 
the ills of the human body are relegated to the sub- 
liminal they may play it either as a counter- 
irritant to the exigencies of their profession or as an 
insurance against premature senility.” 

Then follow sage remarks on the game such as, “The 
British golfer plays the game in a spirit of adventure 
which is the spirit of his race; the American plays it 
in the spirit of gain (desire to excel) which is the 
spirit of his race . . . the man or woman who can 
perform the feat of golf composedly in spite of its 
joys and sorrows is one to whom the sporting instinct 
bows or curtsies perhaps in no other game is 
the spirit of tolerance more called for than it is in 
golf and the graces of friendly intercourse, together 
with patience, courtesy, mutual help and guidance, do 
much to improve one’s own mental stance 
cultivation of the habit of being a good loser is a 
vital necessity in golf grousing is, in golfing 
communities, a notifiable disease which calls for quar- 
antine ; perhaps of all features of the nature 
of a golfer, that of his bearing toward his caddy is 
the most indicative it is not a game of 
chance but of consciously guided effort golf 
should be and is the sole aim and object of a human 
existence whilst on the links to some golf is 
a game whilst to others it is a disease the 
want of ability is bad, but the want of desire w learn 
is worse tranquillity with equanimity should 
be the ideal mental stance in golf as in life 
generally, some individuals are hampered, not only by 
mental stiffness but by organized mental adhesions 
which they are constantly endeavoring to overcome.” 

The physician who is a golf addict will find much of 
interest, amusement and of education in the book and 
every golfing doctor should read it. 

Marcaret Warwick, M.D. 


Theo. B. 
The Wil- 
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EXPERIENCED PHYSICIAN desires good location 
in tourist section of Northern Minnesota. Locum 
tenens work or assistantship to busy physician con- 
sidered. Registered in Minnesota. Available at 
once. Address C-160, care MINNESOTA MEDICINE. 


WANTED —Position as business manager with firm of 
doctors or clinic. Have 10 years’ experience as 
business manager for group. Thoroughly familiar 
with professional and financial end of work. Ref- 
erences. Address C-167, care MINNESOTA MEDICINE. 


WANTED —Position as x-ray technician in hospital, 
doctor’s office or clinic by graduate of #-ray work in 
Minneapolis General Hospital. Address Esther 
Blakestad, Lyle, Minn. 


WANTED—Salaried appointments for Class A Physi- 
cians in all branches of the medical profession. Let 
us put you in touch with the best man for your open- 
ing. Our nation-wide connections enable us to give 
superior service. Aznoe’s National Physicians’ Ex- 
change, 30 North Michigan Ave., Chicago. Estab- 
lished 1894. Member The Chicago Association of 
Commerce. 


WANTED—Locum tenens or assistantship by experi- 
enced physician. Licensed in Minnesota. Available 
about April 15. Address C-171, care MINNESOTA 
MEDICINE. 


FOUN D—Doctor’s leather case, about six miles north 
of Saint Paul on Hodgson Road, near County 
Road “G.” Owner please call Dr. Adolph Ahrens, 
1032 Lowry Building, Saint Paul. Telephone, Gar- 
field 1334. 


LOCUM TENENS WANTED for approximately 
three months. Registered in Minnesota. Available 
after April 15, 1928. Address C-173, care MINNE- 
sOTA MEDICINE. 


WANTED—Substitute work or a permanent location 
by an experienced physician. Address C-172, care 
MINNESOTA MEDICINE. 


PHYSICIAN WANTED—In town of 700. Good 
opening. Also need small hospital and resident nurse. 
Address C-169, care MINNESOTA MEDICINE. 


WANTED—REPRESENTATIVES—Desirable _ terri- 
tory open for qualified men to call on doctors, den- 


tists and pharmacists; immediate and permanent 


[April, 1923] 


work. Lea & Febiger, S. Washington Square, Phila- 
delphia, Pa. 


FOR SALE—Southern Minnesota, $25,000 medical and 
surgical practice, county seat, population 4,000; city 
hospital, complete up-to-date office equipment with 
10,000 case records, by two men in partnership es- 
tablished seven years. Practice and office equipment 
sacrificed to purchasers of modern residences, or will 
sell equipment and practice separately. Will intro- 
duce. Liberal terms. Address C-170, care Minne- 
soTa MEDICINE. 


FOR SALE—Fully equipped, well located office. Ex- 
ceptional opportunity for some doctor. Town, 7,500. 
Hospital connections. Victor X-ray, Acme Dia- 
thermy, Burdick quartz light—water and air cooled; 
complete genothalmic optical unit. Wish to dispose 
at once. Doctor deceased. Terms to suit. Write 
for further particulars: Mrs. P. C. Davison, Willmar, 
Minnesota. 


FOR SALE—Practice in a prosperous town, southern 
Minnesota, over 600 population. Best location in 
state for country practice. Must sell on account of ill 
health. For further information, address The Alden 
Advance, Alden, Minn. 


FOR SALE—Three formulas and small stock of med- 
icines of special value to doctors prescribing own 
medicines. Address Monroe L, 2805 Linwood Road, 
Cincinnati, Ohio. 


OFFICE SPACE FOR RENT IN CENTRAL DIS- 
TRICT OF MINNEAPOLIS—Two large beautiful 
rooms and reception room in common with group of 
physicians. Access to x-ray clinical laboratories and 
metabolism apparatus. Free parking space for 
doctors’ and patients’ automobiles. Fifty dollars a 
month or on percentage of income. Address C-168, 
care of MINNESOTA MEDICINE. 


EYE, EAR, NOSE AND THROAT man will séll 
furniture, equipment and office lease. 309 Yeates 
Building, Minneapolis, Minn. 





SUITE OF OFFICES FOR RENT 


Physician and Dentist. 
Corner location. 
orated. 


Near four large schools. 
Rent reasonable. Newly dec- 


Write Chas. F. Bruess 
1110 Rice St., Saint Paul Phone Humboldt 1703 


















































